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ABSTRACT 
Couples Coping with Cancer:  
A Hold Me Tight Pilot Intervention Study  
Laura E. Lynch, M.S. 
Maureen Davey, PhD, LMFT 
 
 
 
 
Cancer is an illness that affects not only patients but also their partners/spouses. Thus, 
there is a need for more couple-based psychosocial interventions designed to help couples 
patients and their partners with the diagnosis and treatment of cancer.   Emotionally 
Focused Therapy for couples (EFT) is an attachment evidenced based model that has 
some support for use with couples coping with chronic illness. Prior researchers who 
evaluated couple-based psychosocial cancer interventions have included primarily white 
middle class samples and most focused on cognitive behavioral and psycho-educational 
approaches.  Using attachment theory (Bowlby, 1980) and the biopsychoscial approach 
(Engel, 1977), this one-arm program evaluation study (pre-post test) was designed to 
examine if an adapted version of a couple’s group therapy treatment, Hold Me Tight 
(HMT: Johnson, 2009) can help a racially diverse low to middle income sample of 
couples cope with the diagnosis and treatment of cancer in a spouse or in a committed 
partner. A total of seven couples, six African American and one White/Asian couple 
(total of n=14 participants) completed this study.  The couple support group intervention 
(HMT) was evaluated at baseline and post-intervention. The following two specific aims 
were examined: 1) Assess intervention acceptability and feasibility using recruitment and 
retention rates, participants’ reasons for refusal or dropout, and level of post-intervention 
participant satisfaction; and 2). Pilot test treatment efficacy by comparing the pre-test and 
Couples Coping with Cancer        x 
 
post-test measures for couples who completed the study. A comparison of baseline and 
post-intervention psychological (BDI II), relationship satisfaction (RDAS), attachment 
(ECR-S, BARE), and impact of the cancer (IES and FACT-G, version 4.0 for patients 
only) measures were conducted. Descriptive statistics, paired samples t-tests, and 
repeated measure ANOVAs were conducted to describe pre-post differences. Despite the 
slower than anticipated rate of recruitment at the one referring northeastern urban 
oncology clinic (25 couples were referred over a 13-month recruitment period; 12 
volunteered and 7 couples completed the study), findings suggest the intervention is 
acceptable, although more feasible for patients post-cancer treatment (survivors). 
According to the repeated measures ANOVA results, there were significant medium to 
large effects for improved relationship satisfaction (RDAS total) and a decreased 
traumatic impact of the cancer diagnosis (IES total) for both patients and partners from 
pre-intervention to post-intervention. The outcome of this one-year pilot feasibility study 
was evidence of a promising theoretically-based (Attachment in Couples: Hazan & 
Shaver, 1987) brief couple support intervention for diverse samples of couples coping 
with cancer, acceptability, feasibility, and pilot data. 
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CHAPTER 1: INTRODUCTION 
Cancer is a chronic and potentially terminal illness characterized by the growth of 
mutated cells in the body (American Cancer Society, 2014).  In 2012, there were 
approximately 13.7 million individuals in the United States (U.S.) who were diagnosed 
with cancer at some point in their lives (American Cancer Society, 2014). It is estimated 
that there were approximately 1,665,540 new cancer diagnoses in 2014 (American 
Cancer Society, 2014).   
Cancer affects not just the individual patient, but also family members (e.g., 
partners, spouses, offspring). This dissertation study focused on the impact of cancer on 
partners or spouses of cancer patients (e.g., Drabe, Wittmann, Zwahlen, Büchi, & 
Jenewein, 2012; Sprung, Janotha and Steckel, 2011), specifically how it affects couples’ 
relationships (e.g.,  Braun et al., 2007; Ji et al., 2012; Milbury & Badr, 2013; Milbury, 
Badr, Fossella, Pisters & Carmac, 2013; Swore Fletcher et al., 2008).  Prior couple-based 
psychosocial cancer studies suggest it is possible to improve psychological and relational 
outcomes for cancer patients and their partners, when the couple relationship is targeted 
in clinical intervention programs (Badr & Krebs, 2012; Regan et al., 2012).  In order to 
further develop this area of clinical research, a one-arm pre-post test program evaluation 
study was designed to evaluate a promising couple support group model, Hold Me Tight 
(HMT). HMT (Johnson, 2009) is grounded in an empirically validated model, 
Emotionally Focused Therapy (EFT) (Johnson & Greenberg, 1985a). EFT for couples 
(Johnson & Greenberg, 1985a; Johnson & Greenberg, 1985b) has been evaluated for 
couples coping with chronic illness, including cancer (e.g., McLean & Nissim, 2007; 
McLean, Walton, Rodin, Esplen, & Jones, 2013). 
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Hold Me Tight (HMT) (Johnson, 2009) is a promising couples’ group 
intervention that is grounded in EFT.  Although there is only one small outcome study 
published on the HMT program, it is in the process of being evaluated on a larger scale 
(e.g., approximately 5,000 couples in Tennessee and a recently completed dissertation 
study in Canada) (S. Johnson, personal communication, May 13, 2014). Fisher, Stokey, 
Sasaki, and Sexton (2014) conducted the one HMT outcome study.  The authors 
compared the effectiveness of a group who completed the 8-week HMT intervention, 
which includes reading a book by Susan Johnson (“Hold Me Tight:  Seven Conversations 
for a Lifetime of Love “), to a group that only read the book.  They did not find any 
significant differences in relationship satisfaction at pre-intervention compared to post-
intervention, except for the consensus level in the HMT intervention group decreased 
from pre- to post-intervention.  This was not the direction hypothesized, however the 
entire sample consisted of only 10 couples and the couples were not randomized, but 
given a choice as to which intervention group they preferred.  The sample was also 
mostly white, and all couples were heterosexual; socioeconomic status was not discussed. 
The authors note that the study may not have accurately captured the HMT intervention 
group’s experience, as the participants’ verbal feedback was very positive (Fisher et al., 
2014). HMT’s brief 8-session group format is more cost-effective compared to a 
traditional EFT approach (up to 20 sessions for individual couples) for cancer patients 
and their partners. HMT is also more feasible because patients in the midst of a 
demanding cancer treatment regimen will more likely be able to complete a shorter, 
structured support group intervention with their partners, compared to a longer course of 
couples’ therapy. 
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Both HMT’s foundation in the empirically supported EFT model and its brief 
format suggest it is a promising intervention for couples coping with cancer.  Given the 
unique stressors and experiences among couples coping with cancer (Badr & Krebs, 
2012; Li & Loke, 2014; Regan et al., 2012), we first reduced the number of HMT 
sessions (from 8 to 6; and then after the first cohort reduced it to 5 (2 hour) total sessions) 
and adapted HMT for couples coping with cancer, with explicit permission from Dr. 
Susan Johnson (personal communication, June, 2013). 
Unfortunately, there has also been a lack of racial and socioeconomic sample 
diversity in both the EFT and couple-based psychosocial cancer intervention literature.  
Most couples have been white, heterosexual, married, and middle to upper class (when 
these key demographics have been reported) so we do not know whether current couple-
based treatments are effective with more diverse populations. Prior research suggests the 
main reason minorities are underrepresented in clinical research is due to a pervasive 
unacknowledged researcher bias which has unfortunately led to many researchers not 
purposefully recruiting diverse samples (Fisher & Calbaugh, 2011).  Minority cancer 
patients may also have an understandable mistrust of providers and researchers in 
addition to facing institutional and structural barriers to recruitment and participation 
(Colon-Utero et al., 2008).  Finally, underserved populations tend to experience and fear 
more mental healthcare stigma (e.g., Masuda, Anderson & Edmonds, 2012; Sirey, 
Franklin, McKenzie, Ghosh & Raue, 2014). Thus, clinical researchers need to work 
harder to recruit ethnically, racially, and socioeconomically diverse samples in future 
intervention studies. 
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In this one-arm (HMT) open trial program evaluation study we have addressed 
gaps in the literature in the following two ways: 1) First we adapted HMT for couples 
coping with cancer and reduced the number of sessions from 8 to 5 (2 hours/session) and 
2) we conducted a one-arm (pre and post-test) program evaluation study with a racially 
and socioeconomically diverse sample of couples (married, engaged, or in a committed 
relationship) coping with stages I, II, III cancer in the last 12 months or who had a 
recurrence.  In collaboration with Dr. Ting Liu, PhD., LMFT at Drexel University’s 
Department of Couple and Family Therapy and Dr. Lydia Komarnicky, MD who is the 
Director of the Cancer Center in the Department of Radiation Oncology at Drexel 
University College of Medicine, Dr. Maureen Davey (PI and dissertation chair) received 
pilot funding to conduct this study (Davey, M (PI), Liu, T, Komarnicky, L.  “Couples 
Coping with Cancer: Hold Me Tight Pilot Intervention Study”. (2013-2014). Internal 
Seed Grant, DUCOM Radiation Oncology Department) to adapt and evaluate HMT.  The 
study was completed on December 6, 2014 (n=7 couples; 14 participants who completed 
the baseline assessments, intervention sessions, and post-test assessments). 
Summary of Literature  
Couple-Based Psychosocial Cancer Interventions 
Many couple-based psychosocial interventions have been developed and 
evaluated (e.g., Manne et al., 2011; McLean et al., 2008) for couples coping with cancer.  
Several comprehensive systematic reviews and meta-analyses have been published (Badr 
and Krebs, 2013; Baik & Adams, 2014; Li & Loke, 2014; Regan et al., 2012).  After 
reviewing these earlier studies, researchers have not studied effectiveness of their 
interventions with racially and socio-economically diverse samples of couples coping 
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with cancer.  Many have not clarified how theories informed the development of their 
couple-based interventions, and most are cognitive-behavioral and/or psycho-educational 
versus focusing on emotions or adult attachment, like EFT (Greenberg & Johnson, 1985a; 
1985b) and HMT (Johnson, 2009). Additionally, many studies have not measured 
relational outcomes; some only measured the patients’ outcomes and not the partners.  
Finally, most prior studies have not evaluated the cost-effectiveness of these 
interventions. 
Emotionally Focused Therapy 
Emotionally focused therapy (EFT) is a couples’ therapy model grounded in adult 
attachment theory (Kobak & Hazan, 1991), which was originally developed by Les 
Greenberg and Susan Johnson (Greenberg & Johnson, 1988; Johnson & Greenberg, 
1985a; 1985b).  EFT can be completed in between eight to 20 sessions, depending on the 
needs of the couple (Johnson, 2011). The EFT model includes three different stages 
consisting of nine steps. 
An EFT therapist acts as a process consultant to facilitate the modification of a 
couple’s maladaptive patterns of interaction, and helps them to experience underlying 
emotions that result from unmet attachment needs, with the primary goal of changing 
negative cycles among couples and help them securely attach to each other and be more 
vulnerable (Johnson, 2011).  EFT has a significant amount of empirical support (e.g., 
Denton, Wittenborn, & Golden, 2012; Goldman & Greenberg, 1992; Johnson & 
Greenberg, 1985a; 1985b; MacIntosh & Johnson, 2008).  Yet the samples in its outcome 
studies lacked racial and socioeconomic diversity; most couples have been white, 
heterosexual, married, and middle to upper class.   
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Hold Me Tight 
HMT is a promising brief structured couple support group intervention developed 
by Susan Johnson (Johnson, 2009) which is grounded in the EFT model.  This support 
group intervention program was designed to help couples become more securely attached 
to each other (Johnson, 2009). In HMT, couples learn about their negative interactional 
cycles and unmet attachment needs and related emotions (Johnson, 2009).  During group 
interactions and couple-based structured exercises, couples are encouraged to increase 
their feelings of trust and intimacy with each other.  HMT consists of eight two-hour 
sessions (Johnson, 2009) that can be either held over a weekend or every other week, and 
is significantly shorter than more traditional EFT (8-20 sessions).  Its brevity suggests it 
is more cost-effective, and feasible for cancer patients and their partners who are often 
burdened with many medical appointments, cancer treatments and their side effects. Two 
theoretical frameworks informed the development of this study, Biopsychosocial 
Approach (Engel, 1977, 1980) and Attachment Theory which are next summarized 
(Bowlby, 1980).   
Theoretical Frameworks 
The Biopsychosocial Approach 
The biopsychosocial (BPS) approach was chosen because it focuses on the 
interrelatedness between physical illnesses (biological), the mind (psychological), and 
close relationships with others (social) (Engle, 1977, 1980).  Individuals who are 
diagnosed and treated for cancer cope with the many physical side-effects (e.g., fatigue, 
nausea, loss of physical functioning, difficulty carrying out daily routines) as well as the 
emotional effects (e.g.,  stress, anxiety, depression).  Yet people close to those with 
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diagnosed cancer, especially spouses and partners, inevitably impact and are affected by 
their partner’s cancer experience.  BPS informed the choice to adapt HMT (Johnson, 
2009) for couples coping with cancer, because it targets both psychological and relational 
outcomes in couples. 
The systemic focus of BPS informed the development of this one-arm program 
evaluation study. The BPS model suggests that how couples interact with each other will 
affect how they cope with the diagnosis and treatment of an illness, like cancer, in a 
partner. This one-arm (HMT only group) open trial program evaluation study was 
designed to improve psychological (e.g., depressive symptoms) and relational outcomes 
(e.g., attachment and relationship satisfaction) by helping them access and express their 
emotions and by improving their secure attachments to each other, while coping with 
cancer.  
Attachment Theory 
Attachment theory (Bowlby, 1969) is the overarching theory that informed the 
development of HMT (Johnson, 2009).  The theorist suggests that the level of 
accessibility and responsiveness children receive from primary caregivers will affect how 
they see themselves and the world, which in turn impacts how they will relate to others in 
future close relationships (Bowlby, 1969, 1982).  HMT (Johnson, 2009) was designed to 
increase the closeness and responsiveness of partners, to help them become more 
securely attached to each other so they can turn towards one another for emotional 
support and comfort when a stressor, like cancer in a partner, occurs. 
When a couple experiences a significant stressor (e.g., illness in a partner) the 
attachment behaviors they learned as children are automatically activated (Cassidy & 
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Shaver, 2006).  A couple with a more secure attachment to each other can more easily 
comfort each other, but partners who are insecurely attached to each other may be more 
avoidant  and consequently not meet each other’s needs at this stressful time.  Secure 
attachment in couples has been associated with more trust, commitment, satisfaction, and 
interdependence in couple relationships (Simpson, 1990).  Johnson (2003) suggests the 
romantic partner becomes the central attachment figure in adulthood, therefore, couple 
interventions designed to facilitate secure attachment can help couples cope with a 
significant stressor, like cancer in a partner.  
Purpose of Dissertation Study 
This program evaluation study (pre-post test; one-arm: HMT) was innovative 
because it expanded the promising EFT-based HMT (Johnson, 2009), a brief structured 
couple support group intervention, by first adapting it for couples coping with cancer and 
evaluating it with a diverse sample of couples in a program evaluation study. This study 
fills an important gap in the cancer intervention literature, because most couples in prior 
studies have been white, married, and middle to upper-class.  Additionally, most couple-
based interventions have not targeted attachment and emotion as key mechanisms of 
change. Findings from this study was a step toward changing the nature of psychosocial 
treatment options available to a group that is over-represented and under-served by 
existing interventions, and reducing potentially harmful distress among diverse samples 
of couples coping with cancer.   
The two specific aims for this one-arm (adapted HMT) program evaluation study 
were: 
                                                                               Couples Coping with Cancer        
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Specific Aim 1:  Assess intervention acceptability and feasibility using recruitment and 
retention rates for the intervention, participants’ reasons for refusal or dropout and level 
of post-intervention participant satisfaction.   
Hypothesis 1. At post-test (week 10), couples will report the intervention 
is acceptable as evidenced by their positive feedback on the consumer 
(CS) and Hold Me Tight (HMT) post-test satisfaction surveys which the 
cancer patient and his/her partner completed at post-test (see measurement 
section in chapter 3).  
Hypothesis 2. The recruitment and retention of couples will be feasible 
with little to no drop outs and good attendance at the 5 sessions across the 
3 support groups.   
Specific Aim 2: Pilot test treatment efficacy by comparing the pre-test and post-test 
measures for couples who completed the study. A comparison of baseline and post-
intervention psychological (BDI II), relationship satisfaction (RDAS), attachment 
(ECRS, BARE), and impact of the cancer (IES and FACT-G for patients only) measures 
was conducted. Descriptive statistics, paired sample t-tests, and Repeated Measures 
ANOVAs were used to describe pre-post differences. 
Hypothesis 3.  At post-test, on average couples will report better adult 
attachment (Experiences in Close Relationships Scale: ECR-S developed 
by Brennan, Clark, and Shaver, 1998) and couple attachment (Brief 
Accessibility Responsiveness and Engagement Scale: BARE developed by 
Sandberg, 2012), improved relationship satisfaction (Revised Dyadic 
Adjustment Scale: RDAS developed by Busby et al., 1995), decreased 
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symptoms of depression (Beck Depression Inventory II: BDI-II developed 
by Beck, Steer, & Garbin, 1988) and a decreased impact of the cancer 
(Impact of Event Scale: IES developed by Horowitz, Wilner, and Alvarez, 
1979; and Functional Assessment of Cancer Therapy: FACT-G, version 
4.0 developed by Cella et al.,1993).        
Relevance to Couple and Family Therapy 
 The field of couple and family therapy (CFT) benefits from this program 
evaluation study because the effectiveness of a promising couple-based support group 
intervention for couples coping with cancer was evaluated. CFT is at the forefront of 
developing interventions that target both psychological and relational outcomes. This 
dissertation study was relevant to the field of CFT because it focused on evaluating a 
newly-adapted (HMT) couple-based brief psychosocial support group for couples coping 
with cancer.  Notably, this program evaluation study was designed to examine the 
effectiveness of an intervention (HMT) that, while grounded in an empirically-based 
couple therapy model (EFT), is still in the evaluation phase.  Also given that EFT, for all 
of its evidence, has yet to be studied with more racially and socioeconomically diverse 
patient populations, a diverse sample of couples was intentionally recruited from a 
northeastern urban oncology clinic.  The field of CFT is at the forefront of addressing the 
awareness and understanding of contextual factors as crucial aspects in interventions, so 
this study helped to advance the psychosocial oncology intervention literature and the 
field of CFT.   
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CHAPTER 2: LITERATURE REVIEW 
Chapter two begins with estimates of the prevalence of couples coping with the 
diagnosis of cancer in a partner or spouse in the U.S. Then, the two theoretical 
frameworks that informed the development of this study, the biopsychosocial model 
(Engle, 1977), and attachment theory (Bowlby, 1969), are described.  A review of several 
bodies of literature that support the importance of this dissertation study is then 
summarized. First, a review of psychosocial interventions for couples in which a partner 
is diagnosed with cancer is summarized. This body of literature suggests interventions 
can impact both individual and relational outcomes for partners. 
Second, the extant EFT literature is summarized, in particular prior empirical 
studies, and specifically the evaluation of EFT with couples coping with a chronic illness. 
Third, the original EFT-based “Hold Me Tight” (HMT) couple’s intervention (Johnson, 
2009) is described. These bodies of literature all highlight a gap and support the need for 
an emotion-focused attachment-based brief couples’ intervention that is effective for 
diverse patient populations. An estimate of the prevalence of the number of couples 
coping with cancer in the U.S. is first described below. 
Prevalence of Couples Coping with Cancer in the United States 
The Centers for Disease Control and Prevention (CDC) (CDC, 2015) and the 
National Cancer Institute (NCI) (NCI, 2015) describe the types of cancer in the U.S., 
mortality rates, geographic locations, race and ethnicity, sex, and age.  Yet these national 
organizations do not collect demographic profiles describing the families of individuals 
diagnosed with cancer, including cancer patients’ relationship status (e.g., single, 
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engaged, cohabitating, married).  Thus the exact prevalence of couples coping with 
cancer in the U.S. is not easily determined. 
As of January of 2014, there approximately 14.5 individuals living with cancer or 
a cancer history in the United States (American Cancer Society, 2015). According to the 
NCI (2015), there is projected to be over 1.6 million new cancer diagnoses in 2015 alone 
in the U.S., along with almost 590,000 deaths from the disease. According to the U.S. 
Census Bureau (2012), in 2012 there were 7,845,000 male-female unmarried couple 
households, 61,047,000 male-female married couple households, and 605,472 ,000 same-
sex couples.  Given these statistics, there are likely thousands of couples in the U.S. 
coping with the cancer diagnosis in a partner. 
 Unfortunately, there are significant health disparities related to the incidence of 
cancer. According to the American Cancer Society (ACS) (2015), black men and women 
have the highest cancer-related mortality rates of any racial group in the U.S. across all 
cancer types combined.  Thus even though White women have a higher incidence of 
breast cancer than African American/Black women, African American/Black women 
have a higher likelihood of dying from breast cancer (NCI, 2008).  Hispanic/Latino 
women have the highest incidence of cervical cancer, followed by African 
American/Black women; again, however, African American/Black women have the 
highest mortality rate. Asian Americans and Pacific Islanders have the highest rates of 
liver and stomach cancer, and their mortality rates for these cancers are twice that of 
White individuals (NCI, 2008).  
Socioeconomic-related cancer disparities also exist in the U.S.  Individuals living 
in counties in which 20% percent or more of the residents were below the poverty line 
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were found to have a cancer mortality rates that were 13% higher than individuals who 
lived in wealthier counties (Ward et al., 2004). Those in less affluent areas were also 
found to have lower five-year survival rates (Ward, et al., 2004).  Given these health 
disparities, we have focused on recruiting a racially diverse sample for this study.   
Socioeconomic status (SES) has been shown to impact health behaviors which in turn 
influence cancer risk; those with low SES are more likely to smoke, be obese, and have a 
high alcohol intake, and are less likely to get screened for cancer (NCI, 2008).   
 Racial disparities and socioeconomic disparities in cancer are undoubtedly 
interconnected. Racial minority populations are disproportionately socioeconomically 
disadvantaged in the U.S. This is due to historical and current systemic-, institutional-, 
and individual-level racism (Ahmed, Mohammed, & Williams, 2007).   Research has 
shown that the stress of racism is damaging to one’s health as well (Ahmed et al., 2007), 
so the experience of racism likely plays a role in the current racial cancer disparities.   
 Given these existing disparities, we intentionally targeted a racially and 
socioeconomically diverse sample of couples coping with cancer. 
Theoretical Frameworks 
The Biopsychosocial Model 
The biopsychosocial (BPS) model, also referred to as the biopsychosocial 
approach informed the development of this study because it focuses on the link between 
what occurs in individuals’ bodies (biological processes), minds (psychological 
processes), and intimate relationships (social processes) (Engle, 1977; 1980).  Couples in 
which a partner is diagnosed with cancer need to cope with the physical aspects of the 
illness, such as the cancer treatments and side effects, the emotional and psychological 
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effects, and relationships with medical providers within the healthcare system.  The BPS 
model informed the choice to adapt HMT (Johnson, 2009) for couples coping with 
cancer, because it targets psychological and relational outcomes among couples who are 
coping with distress. 
The BPS model was developed by George Engle (1977; 1980; 1996a; 1996c; 
1996c), an internist who was trained in psychoanalysis and a professor of medicine and 
psychiatry at the University of Rochester.  He suggested that the biomedical model was 
based on the assumption that disease results from deviations from measurable biological 
norms, and the causes of diseases could be narrowed down to specific chemical and 
physical phenomena.  He noted that the weaknesses of the biomedical model included its 
“reductionism” of illnesses and of the belief in the “mind-body dualism” (Engel, 1977, 
p.130).  Engle proposed a new and more holistic model that examined health at the 
intersection of our biological, psychological, and social experiences (Engel, 1977).  
Engel identified six issues that the new biopsychosocial model should address.  
The first was the biomedical assumption that disease is associated with a biochemical 
deviation.  He believed that abnormalities within patients may be present, but the patients 
themselves, may not be ill suggesting that it is a necessary but insufficient requirement 
for an illness to be expressed, because other salient environmental factors can also play a 
role.  Second he recommended a more scientific approach to behavioral and social 
information.  Disease is often linked to particular behavioral and psychosocial 
expression, thus making it important to additionally evaluate during diagnosis and 
treatment of illnesses in order to understand the links between the biological and the 
psychosocial dimensions.   
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Third, he asserted that our psychosocial and physical environments interact with 
existing biological conditions and in turn, affect one’s susceptibility to disease, time of 
onset, and duration.  The fourth issue was how psychological and social factors can 
influence when people are viewed as sick.  He suggested that illness is associated with 
social beliefs and norms which affects when and how an illness is diagnosed and treated.  
Fifth, he described how patients may continue to be ill even after a biochemical defect 
has been cured, suggesting that illness is not only affected by biological factors but also 
social ones.  Finally he noted that the relationship between a physician and his/her patient 
affects the course of an illness (e.g., treatment adherence and retention), with a positive 
and supportive relationship between providers and patients resulting in better health 
outcomes, and vice versa (Engel, 1977).         
 According to Engel’s (1980) BPS model, people exist within nested systems; 
starting at the cellular level and expanding up to relationships and societal processes. He 
viewed this as a dynamic system where each level has a bidirectional influence.  
According to BPS, medical conditions cannot be fully treated and understood without a 
broader systemic approach to treatment.  Unless factors such as the patients’ close 
relationships and environment are taken into consideration, one cannot get a full picture 
of how best to clinically intervene.  His model differed from the more traditional 
biomedical model because it emphasized psychological and social factors.  Engel asserted 
that the interconnectedness of the biological, psychological and social systems made it 
impossible to more effectively treat illness through an isolated focus on only one of the 
levels.  He also advocated for more collaboration between interdisciplinary health care 
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providers, a closer consideration of the patients’ environment, and including the patient’s 
family and close relationships as part of the treatment team. 
The BPS model and its application was further developed by McDaniel and her 
colleagues (McDaniel, Doherty, & Hepworth, 2013; McDaniel, Hepworth, & Doherty, 
1992), who utilized it as a foundation for the field of medical family therapy, and by the 
psychologist Len Sperry (1988,1999a, 2000, 2001a, 2001b, 2006) who extrapolated from 
BPS to develop biopsychosocial therapy.   In this way the BPS model became a clinical 
foundation which is now utilized within the fields of family therapy, psychology, and 
medicine.  Sperry (2006) notes that the BPS model highlights each aspect of the model 
and he additionally describes the following types of functioning: 1) biological 
functioning, 2) psychological functioning, and 3) social functioning; each of these must 
be attended to by therapists and medical providers to have a more holistic understanding 
of clients and their presenting health issues and psychosocial issues.   
Sperry (2006) also said that biological functioning refers to the body’s organ 
processes “as well as to all autonomic, neuroendocrine, and [automatic] central nervous 
system functions” (p. 27).  For cancer patients, biological functioning includes their often 
suppressed white blood cell count because of the side-effects of the chemotherapy, the 
presence and size of the tumor, physical side effects of treatment (e.g., fatigue, nausea, 
hair loss), how the cancer is progressing within their body, and physical changes in the 
body (e.g., changes post-surgery, hormonal changes because of tamoxifen treatment). 
Psychological functioning includes thoughts and emotions, one’s consciousness, and “the 
internal representation of self, the world, and personal goals, which reflects aspirations, 
ideals, needs, and the cognitions and strategies that govern behavior” (Sperry, 2006, p. 
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27).  The psychological functioning of cancer patients and their partners include, but are 
not limited to, feelings and emotions about the illness (e.g., sadness, fear, anger), and 
their individual beliefs about the cancer and its meaning.  Social functioning includes an 
individual’s bidirectional interactions with other individuals (e.g., friends, family 
members) and larger systems (e.g., family system, medical system, neighborhood, 
community).  
Sperry (2006) also suggested that the social aspects of the BPS model also 
includes the socio-cultural dimension, for example, “cultural variables such racial 
background, ethnicity, gender, sexual orientation, socioeconomic status, and ability are 
organizing factors of an individual's identity, lifestyle” (p. 33).  The social functioning of 
couples who are coping with cancer also include interactions with their extended family 
which may be a source of support or stress, the ill partner’s medical providers which can 
include experiences of racism, sexism, or classism within the medical system, their 
insurance company, and their therapists, as well as any interactions with government 
systems (e.g., utilizing the Family Medical Leave Act).  The biological, psychological, 
and social functioning of couples coping with cancer in a partner could interact with each 
other. For example, a patient’s cancer diagnosis and treatment could trigger depressive 
symptoms in a partner, which could affect his/her ability to work, which in turn could 
impact his/her ability to pay the medical bills. 
The systemic focus of the BPS model, specifically its focus on the interactions 
between the biological, psychological, and social dimensions, informed the development 
of this one-arm program evaluation study which was designed to adapt HMT for couples 
coping with cancer in a partner or spouse. The BPS model suggests that how couples 
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interact is an essential part of how they cope emotionally with the diagnosis and 
treatment of cancer in a partner. This study was conducted to improve psychological and 
relational outcomes by intervening in the couple’s relationship. The outcomes examined 
and the valid and reliable measures chosen capture the psychological (e.g., depressive 
symptoms) and the social aspects (marital satisfaction, attachment to partner) of the 
participants health and well-being.   
The reliable and valid outcomes included cancer-specific stress outcomes, adult 
attachment in the couple relationship, couple relationship satisfaction/distress, and 
depression. One of the measures used was the Experiences in Close Relationship Scale-
Short Form (ECRS), which assesses adult attachment, a relational construct, as does the 
Brief Accessibility, Responsiveness, and Engagement (BARE) scale.  The Revised 
Dyadic Adjustment Scale (RDAS) is another measure of the social dimension; it 
evaluates the level of satisfaction/distress in the couple relationship.  The Beck 
Depression Inventory II (BDI-II) is a measure which evaluates depressive symptoms, 
which include both biological (e.g., changes in sleeping patterns, fatigue, appetite) and 
psychological (e.g., pessimism, guilt, suicidal thoughts).  The Functional Assessment of 
Cancer Therapy-General (FACT-G) measures the quality of life of cancer patients, 
including the biologically-focused domains of physical well-being and functional well-
being, and the psychologically-focused domain of emotional well-being, and the socially-
focused domain of social/family well-being.  The Impact of Events Scale (IES) primarily 
measures the psychological effects, the distress, of a particular event, in this case the 
cancer diagnosis. 
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The BPS model has been criticized for being overly simplistic (e.g., McLaren, 
2006; Richter, 1999). Sadler and Hulgus (1990) noted that the “BPS model may pose 
clinical questions but cannot direct clinical therapeutics” (p. 190), indicating that the 
model promotes conceptualization of presenting problems across the biological, 
psychological, and social dimensions, but does not provide guidance as to determining an 
effective point or type of intervention.  In the same way, although the BPS model enables 
us to take a broad, systemic approach to examining how couples cope with cancer, it does 
not provide specific information regarding how best to intervene.  Attachment theory 
(Bowlby, 1969), however, does provide a possible clinical focus, and complements the 
BPS model by targeting how couples can more securely attach to each other while coping 
with a significant stressor like cancer in a partner. 
Attachment Theory 
Attachment theory (Bowlby, 1969) provides the overarching conceptual 
framework for this study. EFT and HMT are both grounded in attachment theory.  John 
Bowlby, a child psychiatrist, first developed attachment theory to help explain the 
mother-infant interactions that he observed among young orphaned institutionalized 
children during World War II (Bowlby, 1988; Stevenson-Hinde, 2007).  Bowlby (1982) 
utilized Freud’s psychoanalytic theory, which proposed that early-life trauma in 
individuals negatively affect them later in life, because of their fragile egos.  Bowlby 
(1982) theorized that mother-infant separation was a childhood trauma, and studied early 
childhood interactions using direct observation to explore how they affected child 
development.  Bowlby (1988) specifically defined his attachment theory: 
[It] regards the propensity to make intimate emotional bonds to particular 
individuals as a basic component of human nature, already present in 
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germinal form in the neonate and continuing through adult life into old 
age. During infancy and childhood bonds are with parents (or parent 
substitutes) who are looked to for protection, comfort, and support (pgs. 
120-121). 
Bowlby (1982) used the concept of the internal working model to explain how 
early attachment experiences can affect future behavior. Internal working models include 
an individual’s view/model of oneself and that of others that is developed during salient 
experiences with attachment figures. These internal working models affect individuals’ 
behavior, which in turn affects how others respond to them, and shapes an individual’s 
expectations and assumptions about self and others (Bowlby, 1982). 
There are several core tenets of Bowlby’s attachment theory.  First, infants have 
an innate and universal need to form attachments to caregivers or attachment figures; it is 
an instinctive behavioral system for the purposes of protection (Bowlby, 1969; 1982).  
Distressing situations activate attachment behavioral systems, which motivate infants to 
seek safety with their primary attachment figures in order to feel more secure (Bowlby, 
1969; 1982).  The type of response infants receive from their attachment figures when 
they seek safety affects their internal working models of themselves and others, which in 
turn can cause infants to adjust their safety seeking behaviors over time (Bowlby, 1969; 
1982). 
Mary Ainsworth, a developmental psychologist who at one point worked as a 
member of John Bowlby’s research team, further expanded his theory.  She is well-
known for developing and observing “the Strange Situation” experiment, where the 
exploratory behavior of infants was observed in the presence and absence of their 
mothers, and then with a stranger.  Ainsworth (1978) observed that “attachment behavior 
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is heightened in situations perceived as threatening” (p. 64), such as when the stranger 
was present. She defined these types of attachment behaviors as infants’ contact-seeking 
behaviors toward their attachment figure. Ainsworth stated that parents’ or primary 
attachment figures level responsiveness to infants will affect the type of security infants 
have with them.  Additionally she noted that insecure attachments will result in 
maladaptive behavior, while secure attachment increases a child’s ability to comfortably 
explore their environment (Rajecki, Lamb, & Obmascher, 1978).   Ainsworth suggested 
that parents act as “the secure base”, a source of safety and security from which a child 
can explore their world (Ainsworth, 1978).   
Ainsworth also identified three common patterns of attachment in the children she 
observed: 1) secure, 2) ambivalent, and 3) avoidant (Ainsworth, 1970), and a fourth 
pattern, disorganized, which was identified by Main and Solomon (1990). Ambivalent, 
avoidant, and disorganized patterns were categorized as insecure attachment styles, in 
contrast to secure attachment. “Ambivalent” infants were those who exhibited significant 
distress when their mothers were absent, but reacted ambivalently when they returned 
(e.g., actively resisting comfort then intensely seeking it).  When Ainsworth observed 
these infants and their mothers in their home environments, she noted that the mothers 
were inconsistent in their levels of responsiveness (Ainsworth et al., 1978). “Avoidant” 
infants were not very distressed when their mothers were absent, and generally avoided 
contact with their mothers when they were reunited with them. Ainsworth observed that 
at home the mothers of these infants were not emotionally accessible to them; they tended 
to be rejecting to them when the infants sought closeness (Ainsworth et al., 1978). 
“Disorganized” infants were those that did not have a consistent attachment pattern and 
                                                                               Couples Coping with Cancer        
 
22
were very unpredictable (Main & Solomon, 1990).  This was likely due to similarly 
unpredictable and disorganized responses on the part of their primary caregivers (Lyons-
Ruth & Jacobvitz, 1999).   
In contrast, “secure” infants experienced some temporary distress when their 
mother is absent, but then were able to calm down and investigate their surroundings.  
When their mothers returned, they reacted positively and sought contact with them, but 
soon returned to exploring.  The adapted HMT program evaluated in this pilot study 
targets this type of adult secure attachment between partners in a committed (either 
married or cohabitating for a year or more) couple relationship, so that they can receive 
reassurance from each other while coping with a cancer diagnosis and treatment.  The 
concept of attachment occurring between adult partners in the couple relationship is 
supported by the adult attachment literature which is next briefly summarized. 
Bowlby (1980) suggested that attachment is necessary for the promotion of 
survival through safe, emotionally connected relationships and by providing a secure base 
from which to explore the world. Prior research suggests that what one learns or 
experiences during this early attachment period continues to shape an individual’s 
internal working model as they move through adolescence and adulthood (Armsden & 
Greenberg, 1987).  Consequently early parent-child attachments and the quality of 
interactions with primary caregivers directly influence the construction and maintenance 
of positive emotional and social development over time in the context of adult intimate 
relationships.   
 Although Bowlby’s and Ainsworth’s theory and research was rooted in early 
childhood attachment experiences, both acknowledged the potential long-term impact of 
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attachment in adult relationships.  Other researchers explored the concept of attachment 
in adulthood, specifically individual attachment styles and how it affects personal and 
professional relationships. Multiple measures have been developed to characterize adult 
attachment and to determine adult attachment styles (Crowell, Fraley, & Shaver, 2008).  
This area of attachment research began in 1987, when Hazan and Shaver examined 
romantic love as an attachment process (Hazan & Shaver, 1987) by developing a self-
report measure of emotions and behavior in close relationships and romantic relationships 
related to attachment.  They specifically examined the expression of individual 
attachment styles which they identified as secure, avoidant, and anxious-ambivalent in 
romantic relationships (Hazan & Shaver, 1987; Shaver & Hazan, 1988).  The frequencies 
of the three styles corresponded to frequencies of the attachment styles of U.S. infants 
(based on middle-class families), which illustrated a link between infant and adult 
attachment (Feeney, 2008). Feeney and Noller (1990) replicated Shaver and Hazan’s 
(1987) study and their results supported the initial findings. Feeney and Noller (1990) 
also found support for the link between infant and adult attachment in that participants 
who were categorized as having an avoidant attachment style had the highest likelihood 
of a reported significant separation from their mothers as children. 
  The level of security in adult romantic attachment relationships is associated 
with the quality of these close relationships (e.g., Banse, 2004; Kobak & Hazan, 1991).  
When a couple experiences stress, attachment behaviors are automatically activated 
similar to childhood (Cassidy & Shaver, 2006), therefore, couples who have more secure 
attachments to each other can be a source of comfort, while insecure couples often 
struggle to stay connected.  Secure attachment has been associated with more trust, 
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commitment, satisfaction, and interdependence in couple relationships (Simpson, 1990).  
Susan Johnson (2003), the developer of EFT, suggests that one’s spouse or partner 
becomes the central attachment figure in adulthood, and couple interventions are unlikely 
to be successful unless they engage in the “promotion of the safe emotional engagement 
and responsiveness that is the basis of a secure bond” (Kindle Locations 2495-2496) 
between partners.  She also suggests that partners who are not securely connected to each 
other, typically fight, freeze, or take flight (typical responses to traumatic circumstances) 
when they are in distress. This can cause the couple to get stuck in negative relational 
interactions with each other, which can trigger symptoms of anxiety and depression 
(Johnson, 2003).  Using the lens of attachment theory de-pathologizes attachment 
behaviors in couple relationships, by placing them in the context of innate attachment 
needs (Johnson, 2003). From an attachment theory perspective, clinical interventions 
should focus on regulating and processing attachment-based emotions (Johnson, 2006).  
Additionally, this theory can help clinicians identify and address potential lasting injuries 
in close intimate relationship because of unmet attachment needs (Johnson, Makinen, & 
Millikin, 2001).  
Thus, from the perspective of attachment theory and in particular adult 
attachment, the attachment patterns and behaviors of couples coping with a significant 
stressor like cancer are likely to be activated.  The HMT program is an appropriate 
intervention for couples coping with cancer because it is grounded in attachment theory. 
The small group intervention was also designed to help couples become more attentive, 
responsive, and accessible to each other by directly addressing relationship obstacles, 
promoting closeness, and enhancing the couples’ communication so they can effectively 
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attend to relationship difficulties.  It is structured to give couples the tools to get out of 
negative relationship patterns that may exacerbated by the cancer by identifying their 
fight, flight, or freeze responses and intervening with them to create new, positive 
patterns of interaction.   
Attachment theory informed the decision to measure attachment security between 
partners (e.g., BARE) as a primary outcome of this study.  Both the ECRS and BARE 
measures were chosen to measure couple’s attachment in order to determine if partners 
are utilizing each other as secure bases and become more open and responsive to each 
other.  Attachment theory further informed the study hypothesis that on average couples 
will have higher levels of secure attachment post-intervention, after they have 
experienced the HMT program designed to bolster their secure attachment to each other. 
Self of the Researcher 
Engel’s Biopsychosocial Model (1977) informed this study through its emphasis 
on the interconnectedness of medical (cancer diagnosis in a partner or spouse) and 
relational health, attending to the bidirectional impact of relationships on health.  Engel 
also asserted that health must be addressed on three levels: biological, psychological, and 
social.  This often entails receiving healthcare from multiple providers with varying 
expertise.  Thus, how healthcare providers interact with the patient and with each other is 
an essential part of healthcare (Engel, 1977). Similarly, my own social location informed 
my views and examining of the pilot data in this program evaluation study.  
I am a Caucasian, middle-class, married, heterosexual, female. It is important for 
me to maintain an awareness of my own privilege, possible biases, and assumptions 
because of I have intersecting areas of power and privilege. It is particularly important 
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because of the current racial and socioeconomic disparities in cancer, and my 
professional goal to address cancer health disparities in this study.  I have engaged in 
significant and intensive self-of-the-therapist work at Drexel University, so I am aware of 
how my own social location and corresponding areas of privilege and oppression inform 
my clinical work and research to eliminate health disparities. 
One aspect of my life that is particularly important to examine is my own 
experiences with chronic illness, in particular cancer.  My father was diagnosed with type 
1 diabetes at age 7, and throughout my life I watched him live with it.  I learned firsthand 
how much an illness could affect the entire family. I realized that illness could define a 
couple’s relationship and have many effects on each partner, which in turn can affect 
children at home. 
Additionally, both my paternal and maternal grandfathers are cancer survivors, 
one from leukemia and the other from colon cancer.  I remember both of their cancer 
experiences, including the diagnosis, various treatments, surgeries, and thankfully now 
remission. Yet each of my grandfather’s cancer journeys was unique regarding the 
progression and treatment; my paternal grandfather who had colon cancer suffered more 
complications because of the multiple surgeries. The cancer for both sets of grandparents 
was a significant stressor and triggered similar emotions and dynamics within the family. 
None of my family members attended therapy or participated in a psychosocial support 
program to help them cope during that time in our lives. I think couple and family 
interventions could have been helpful had they been offered. Since my family is middle 
class and Caucasian, these areas of privilege likely affected how we were treated in the 
healthcare system and the quality of care we received.  Thus I need to particularly seek to 
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understand and attend to the challenges and oppression that families without racial or 
socioeconomic privileges may encounter as they navigate cancer.  
My own personal illness experiences have significantly informed my interest in 
clinically treating and studying couples and families who are coping with chronic illness. 
These experiences in my family inspire me to develop interventions to mitigate the 
negative biopsychosocial effects of illness on the patient, partner, and offspring at home.  
I am hopeful that psychosocial support can be a valuable tool for families who are coping 
with cancer, because cancer can be an isolating and frightening experience for the patient 
and his/her family members.  I have witnessed first-hand how cancer can affect not only 
the patient but also his/her partner and believe that targeting and enhancing the couple 
relationship can benefit not only couples coping with cancer, but also offspring (e.g., 
school-age, adolescents, adult children) and extended family members. 
Another important area is my professional training and work. I received my 
Mater’s degree in Marriage and Family Therapy from the University of Rochester, where 
George Engel developed the biopsychosocial model and helped to make medical family 
therapy are an integral part of the medical training curriculum.  At Rochester, I completed 
internships at a community mental health center, an OB-GYN practice, and a community 
hospital.  Currently, I am a doctoral candidate at Drexel University’s Couple and Family 
Therapy Department, completed my doctoral internship at Drexel Medicine’s primary 
care practice, and now completing a collaborative healthcare fellowship under Dr. John 
Rolland at the Chicago Center for Family Health.  My training and internship experiences 
have given me the opportunity and privilege to work with a diverse population of patients 
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and their families who are coping with myriad health issues, which has reinforced the 
importance of clinically applying the biopsychosocial model.   
I am also working towards becoming certified in EFT.  I completed the first step 
in the certification process, a 4-day EFT externship, and the second step, 48 hours of EFT 
Core Skills training.  I am drawn to the EFT model, because it is empirically-based, 
grounded in attachment theory (Bowlby, 1980), and takes a non-pathologizing, systemic 
stance toward couple distress. Additionally, I have witnessed its effectiveness during live 
training sessions by targeting underlying emotions that trigger negative interaction cycles 
between partners. 
 My personal, family, and professional experiences have all contributed to the 
biases and beliefs I have about this 1-year pilot study.  I believe illnesses are 
biopsychosocial and they affect the patient, partner, children, and extended family 
members.  Chronic illnesses are a significant stressor for families, which activate 
attachment behaviors.  I think all couples and families who are coping with chronic 
illnesses can benefit from systemic interventions developed to maximize positive coping 
and promote secure attachment between family members.  Finally, I believe that EFT is a 
highly effective model of therapy for couples in distress, and can also be effective for 
couples coping with cancer. 
Biological Impact of Cancer 
Cancer is a serious illness that originates in the body and has a significant 
physical impact as it progresses.  The current treatments for cancer have considerable 
physical side effects.  In order to understand the biopsychosocial experience of cancer 
patients and their partners, it is important to first consider the biological impact of cancer.  
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Biological Definition of Cancer 
Cancer occurs when cells in the body mutate, resulting in abnormal cell 
reproduction and cells that fail to die off when damaged (NCI, 2014b).  In some types of 
cancers, these mutated cancer cells develop into one or more malignant (cancerous) 
masses, referred to as tumors.  With any type of cancer, the cancerous cells will continue 
to spread throughout the body if there is no intervention and can ultimately cause death 
(NCI, 2014b).  Cancer cannot be attributed to a single cause, however, there are risk 
factors that increases one’s chance of developing cancer, such as a family history of 
cancer, tobacco use, significant sun exposure, exposure to certain chemicals, radiation 
exposure, alcohol abuse, certain viruses and bacteria, an unhealthy diet, a lack of 
exercise, hormone levels, and immune conditions (ACS, 2015a). 
Common Types of Cancer in Adulthood 
There are over 100 types of cancer, which vary by site in the body, and can differ 
in symptoms, progression and prognosis (NCI, 2015b).  The most common types are 
prostate and breast cancers. The ACS (2015) estimated that in 2015 there were be 220, 
800 estimated new cases of prostate cancer in the U.S.  Breast cancer has the second 
highest incidence in the U.S., with 231,840 new female cases and 2,350 new male cases 
estimated.  The next most common types are lung cancer (115,610 cases in males and 
105,590 cases in females), and colorectal cancers (69,090 cases in males and 63,610 
cases in females).  Others include melanoma (skin cancer), bladder cancer, Non-Hodgkin 
Lymphoma, thyroid cancer, kidney and renal pelvic cancer, endometrial cancer, 
leukemia, oral cavity and pharynx, liver, and pancreatic cancer (ACS, 2015). Some of the 
most common types of solid tumor cancers (prostate, breast, and lung) are next examined 
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in more detail because the study sample will include individuals diagnosed with solid 
tumor cancer (Stages I, II, and III). 
Prostate Cancer 
Prostate cancer originates in the prostate gland in the male reproductive system 
(NCI, 2012b). The prostate is located under the bladder and encompasses the urethra; this 
gland helps produce seminal fluid (NCI, 2012b).  Prostate cancer occurs when cancerous 
cells form a tumor in the prostate.  These cells can then spread to other areas of the body, 
such as the bladder, rectum, or even the bones to name a few (NCI, 2012b).  The highest 
incidence of prostate cancer is found in black men compared to other racial groups, as 
well as the highest mortality rate (ACS, 2015).  A man’s risk for prostate cancer increases 
as he ages, therefore older men are more likely to be diagnosed with this type of cancer 
than younger men (CDC, 2014c). 
 Symptoms.  There a several symptoms that those with prostate cancer may 
experience.  These include issues with urination, such as pain while urinating, an 
increased need to urinate, or blood in the urine (NIH Medline Plus, 2010). Lower back 
pain, hip pain, upper thigh pain, issues with erection, painful ejaculation, and blood in the 
semen are other possible symptoms of prostate cancer (NIH Medline Plus, 2010).   
 Progression. Screening for prostate cancer involves a digital rectal exam (to 
check for enlargement of the prostate) or a prostate-specific antigen (PSA) test. Since 
prostate is cancer is slow-developing and since its treatment has significant negative 
effects, routine screening for this cancer is not advised without elevated risk (ACS, 
2015).  Prostate cancer sometimes progresses so slowly that it does not become 
symptomatic and the individuals diagnosed with it are more likely to die from other 
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causes.  If prostate cancer is suspected then a biopsy may be performed to test a tissue 
sample for cancer cells in order to determine the likelihood of the cancer spreading (NIH 
Medline Plus, 2010). If the prostate cancer is growing more rapidly, there are several 
types of treatments that can done. 
After a prostate cancer diagnosis, an individual may have to undergo further 
testing if the biopsy and/or PSA level indicates that the cancer may have spread to other 
parts of the body.  These tests include a bone scan, an MRI, a CAT scan, a pelvic 
lymphadenectomy, and a seminal vesicle biopsy (NCI, 2012b). Medical providers can 
then determine the stage of prostate cancer: stage I, stage IIA, stage IIB, stage III, or 
stage IV.  These stages identify the progression of the cancer which originates within the 
prostate, and can grow through the outer layer of the prostate, to adjoining tissue such as 
the seminal vesicles, and other areas of the body such as the lymph nodes and bones 
(NCI, 2014a).  The higher the stage, the more advanced the cancer (NCI, 2012b).  Stages 
of prostate cancer are characterized by the level of PSA (a protein made in the prostate) 
in the blood and a Gleason score (a scale which indicates how likely the cancer is to 
spread based how the cancerous tissue appears on a microscopic level) (NCI, 2014c) As 
this type of cancer progresses, the mutated cells move from the prostate the cancer cells 
grow within the prostate, through the outer layer of the prostate into nearby tissue, and 
then to lymph nodes or other parts of the body. 
Treatment. Treatment for prostate cancer can include active surveillance, 
surgery, radiation therapy, hormone therapy, and chemotherapy (CDC, 2014b).  Active 
surveillance, which was described earlier, takes place when progression of the prostate 
cancer is slow.  Surgery is a treatment option that can be used when the cancer has not 
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yet spread from the prostate (NCI, 2014a). A radical prostatectomy is surgery in which 
the prostate, the tissue surrounding it, and the seminal vesicles are removed (NCI, 
2014a). In a prostatectomy, only the prostate is removed (CDC, 2014b). Side effects of 
these surgeries can include erectile dysfunction, bladder and/or rectal leakage, a hernia 
protruding through the groin, and a decrease in penis length (NCI, 2014a). Radiation 
therapy is a treatment in which high-energy rays are used to destroy cancer cells; side 
effects include a higher risk of bladder and rectal cancer, erectile dysfunction, and urinary 
problems (NCI, 2014a).   
Hormone therapy is often used to prevent cancer cells from receiving hormones in 
the body, which promote their growth.  Men can experience sexual dysfunction, hot 
flashes, decreased libido, decreased bone strength, diarrhea, nausea, and itching as side 
effects of hormone therapy (NCI, 2014a). Chemotherapy is a treatment in which drugs 
are ingested or injected which then destroy cancer cells or prevent them from multiplying 
(NCI, 2014a).  Chemotherapy is not typically used with prostate cancer patients unless 
the cancer has spread outside of the prostate and if hormone therapy has been 
unsuccessful (ACS, 2015b). Hair loss, oral sores, decreased appetite, nausea, vomiting, 
diarrhea, increased risk of infections, increased risk of bruising and bleeding, and fatigue 
are all possible side of effects of this treatment (ACS, 2015b). 
Breast Cancer 
Breast cancer occurs when cancer cells form a tumor in the breast tissue. Breast 
cancer can occur in men (approximately 1%), but most breast cancer cases occur in 
women (ACS, 2013a).  Ductal carcinoma is a type of cancer which originates in the 
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lining of the milk ducts, and is the most common type of breast cancer. Lobular 
carcinoma originates in the milk glands of the breast (NCI, 2012a).  
 Symptoms. The possible symptoms of breast cancer are a lump in the breast, 
breast swelling, swilling around the collarbone and/or armpit, thickening and/or 
reddening of skin on the breast, itching of the breast, warmth of the breast, changes in the 
appearance of the nipples, nipple discharge, change in breast shape or size, and breast 
pain (ACS, 2013b; CDC, 2013a).  With screening, breast cancer can often be identified 
and treated before symptoms begin to occur.  However, some individuals do not 
experience any symptoms even when breast cancer is present (CDC, 2013a) 
 Progression.  Breast cancer can be detected using a mammogram or a clinical 
breast exam conducted by a medical provider (ACS, 2014a).  Sometimes an MRI is used 
in conjunction as additional assessment tool, especially among individuals who are 
considered high-risk (i.e. those with a family history of breast cancer).  If these screening 
tools or symptoms indicate that breast cancer may be present, then further testing is done 
to confirm the diagnosis.  These tests may include imaging tests (i.e. x-ray, MRI, 
ultrasound, ductogram), analyzing nipple discharge, or biopsies (ACS, 2014a).  Biopsied 
tissue is analyzed to determine the presence of cancer, cancer type, and cancer grade 
(related to how quickly cancer is progressing). After breast cancer is diagnosed, more 
tests may be run to determine if the cancer has spread outside of the breast, such as a 
chest x-ray, a bone scan, an ultrasound or a CT scan (ACS, 2014a). 
Breast cancer stages include stage 0, stage IA, IIA, IIB, IIIA, IIIB, IIIC, and IV.  
The stage of breast cancer is determined by multiple factors: whether or not it is invasive, 
tumor size, the number of lymph nodes affected, and whether it has metastasized to areas 
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other than the breast (ACS, 2014a).  For instance, in stage 0, the cancer cells have not 
spread outside of where they initially developed in the breast, versus in stage IV, the 
cancer has spread beyond the breast itself to other areas of the body such as the bones or 
brain (NCI, 2012a). 
 Treatment.  Treatments for breast cancer can include surgery, radiation therapy, 
hormone therapy, targeted therapy, and chemotherapy (ACS, 2014b).  There are different 
types of surgery that may be performed on a breast cancer patient.  One is a partial 
mastectomy, which is the removal of breast tissue where the cancer is located.  Another is 
a lumpectomy, in which the actual lump (tumor) is removed from the breast with a small 
amount of the tissue around it (ACS, 2014c).  In a quadrantectomy, approximately a 
quarter of the breast is removed.  A simple mastectomy means that the entire breast is 
surgically removed, while in a modified radical mastectomy, the lymph nodes under the 
arm are removed in addition to the breast.  A less common surgical procedure is a radical 
mastectomy, which involves removal of the breast, underarm lymph nodes, and 
underlying chest wall muscles. A double mastectomy describes the surgical removal of 
both breasts (ACS, 2014c).  Some of the possible side effects of surgery are infection of 
the surgical site, a hematoma, fluid buildup at the surgical site, and chest wall pain (ACS, 
2014c).  If the underarm lymph nodes are removed, the patient may develop lymphedema 
(which involves swelling of the arm) that can be short-term or long-term (ACS, 2014c). 
Radiation therapy may be given to breast cancer patients after surgery to kill any 
cancer cells remaining to help decrease the chance of the cancer returning, or to treat 
cancer that has spread to other parts of the body (ACS, 2014b; NCI, 2012a). It can be 
given internally or externally.  The side effects of this type of treatment include breast 
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swelling, heaviness of the breast, redness, itching, and fatigue (ACS, 2014b; NCI, 
2012a).   
Hormone therapy may be given (oral medication) before or after surgery to 
decrease estrogen in the body or prevent estrogen from affecting the cancer cells; 
estrogen is a hormone in the body that promotes growth of cancer cells (ACS, 2014b).  
Side effects can include: fatigue, hot flashes, vaginal dryness, vaginal discharge, mood 
swings, muscle swelling, increased risk of cancers of the uterus, blood clots, increased 
stroke or heart attack risk, and bone thinning (ACS, 2014b).   
Some women with breast cancer have high levels of the HER2 protein, which 
promotes breast cancer growth. Targeted therapy involves drugs, which block this protein 
(NCI, 2014d). This therapy may be given orally or intravenously.  Patients may 
experience nausea, vomiting, diarrhea, heart issues, or lung issues as side effects. 
Chemotherapy is a treatment used to destroy cancer cells that may have been left 
behind by surgery or traveled to other areas of the body; however it is sometimes given 
before surgery, which can shrink existing tumors prior to their removal (ACS, 2014b).  
This treatment takes place over a period of months in cycles that last 2-3 weeks (ACS, 
2014b).  The side effects of chemotherapy are the same as those for chemotherapy 
treatment of prostate cancer. 
Lung Cancer   
Lung cancer occurs when cancer cells develop in the lung tissue.  There are three 
types of lung cancer: non-small cell lung cancer, small cell lung cancer, and lung 
carcinoid tumor (ACS, 2013c; 2014d; 2014e).  Non-small cell lung cancer (NSCLC) is in 
85-90% of lung cancer cases, and includes squamous cell carcinoma, adenocarcinoma, 
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and large cell carcinoma. Squamous cell carcinoma typically develops near a bronchus in 
the lung and usually occurs in individuals with a history of smoking (ACS, 2013c; 2014d; 
2014e).  Adenocarcinoma usually occurs among individuals with a smoking history; it is 
found closer to the outside of the lung and progresses slowly in comparison to other types 
(ACS, 2013a). Large cell carcinoma may develop in any area of the lung and progresses 
quickly (ACS, 2014e).  Small cell lung cancer, the second main type of lung cancer, 
typically originates in the bronchi and progresses quickly to other areas of the body 
(ACS, 2014d).  The third type, lung carcinoid tumors, is rare; these tumors are made up 
neuroendocrine cells and the type of lung cancer progresses less quickly than others 
(ACS, 2013a). 
 Symptoms.  Most patients diagnosed with lung cancer do not experience any 
symptoms until the lung cancer is in an advanced stage.  If the lung cancer has 
metastasized to other areas of the body, individuals with lung cancer may experience 
symptoms related to those body parts.  Lung-related symptoms may include progressive 
cough, chest pain, shortness of breath or difficulty breathing, coughing up blood, fatigue, 
unexplained weight loss, multiple experiences of pneumonia, and swollen lymph nodes in 
the chest (CDC, 2013b). 
 Progression.  Lung cancer is often not diagnosed until it is in a later stage 
because of the lack of easily noticed symptoms in earlier stages.  It is sometimes 
diagnosed earlier if tests such as a chest x-ray, chest CT scan), bronchoscopy, or sputum 
cytology are performed to explore other medical conditions an individual is experiencing.  
Once lung cancer is suspected, it is diagnosed by examining cells from the area under a 
microscope.  These cells are either from lung secretions sputum, biopsied tissue, or lung 
                                                                               Couples Coping with Cancer        
 
37
fluid extracted through a process called thoracentesis (ACS, 2014e; 2014f). MRI, PET 
scans, and CT scans are used to determine the extent to which the lung cancer has spread 
to other parts of the body.  This information is used to determine the stage of lung cancer.  
The possible stages of lung cancer are the Occult stage, Stage 0, Stage I, Stage IIA, Stage 
IIB, Stage IIIA, Stage IIIB, and Stage IV (NIH, 2013). In the Occult stage, cancer cannot 
be found using imaging tests or a bronchoscopy, but the cancer cells are present in mucus 
in the lungs or in the airways connected to the lungs and may already have traveled to 
other parts of the body as well (NIH, 2013). In stage 0, abnormal or cancerous cells are in 
the lining of the airways and adjoining tissue (NIH, 2013).  The following stages depend 
on the size of the tumor, the location of the tumor, and the lymph nodes impacted.  In 
stage IV, there is at least one tumor in both lungs, cancer cells are present in the fluid 
surrounding the lungs or heart, and/or cancer has spread to other parts of the body; the 
tumor(s) can be any size and lymph nodes may be impacted (NCI, 2013). 
 Treatment.  Treatment options for lung cancer include: surgery, radiation 
therapy, chemotherapy, and targeted therapy.   There are a few different types of surgery. 
A wedge resection is when the tumor and some of the tissue surrounding it is removed. A 
segmental resection is when the tumor and even more tissue is removed. A 
pneumonectomy removes the entire lung, and a sleeve resection removes part of the 
bronchus (NIH, 2013).  Surgical risks include excess bleeding, infection at the surgical 
site, and pneumonia (ACS, 2014e; 2014f).). Chemotherapy and radiation therapy have 
the same significant side effects regardless of the cancer types they are used to treat. A 
few targeted therapy drugs have been developed to specifically attack lung cancer cells 
and prevent tumor growth (NIH, 2013). 
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Psychological Impact of Cancer 
Although cancer is physically located in the body, the effects of the illness extend 
well beyond the physiological outcomes.  Patients can experience different types of 
psychological and emotional distress because of the cancer diagnosis (Epping-Jordan et 
al., 1999; Gil, Costa, Hilker, & Benito, 2012; Wall, Kristjanson, Fisher, Boldy, & 
Kendall, 2013), tough treatment regimen (e. g., surgery, chemotherapy, radiation, 
hormone therapy) and up to two years beyond the acute cancer care (e.g., Barsevick et al., 
2002).  Oncology providers tend to not openly assess for and actively manage the 
psychological distress associated with cancer (Bonito, Horowitz, McCorkle, & Chagpar, 
2013; Taylor et al., 2011), however, many cancer centers and oncology clinics have 
oncology social workers as part of their treatment teams who are available as needed 
when patients are in crisis.  
Recently, the National Comprehensive Cancer Network (NCCN) developed the 
Distress Thermometer Screening Tool (NCCN, 2011) which is a patient-reported 
assessment tool used to measure different domains of distress.  Patients are asked to first 
circle a number (0 to 100) that best describes how much distress they have been 
experiencing in the past week including today and are then asked to indicate (yes/no) if 
they are currently experiencing any of the following: 1) practical problems, 2) family 
problems, 3) emotional problems, and 4) spiritual religious concerns.  Some cancer 
centers are beginning to use this distress screening tool (NCCN, 2011) with all new 
cancer patients, because they will soon be required to assess and manage psychological 
distress among all cancer patients. 
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This recommendation to assess all cancer patients for psychological distress is 
congruent with the biopsychosocial model (Engel, 1980) which states that the 
psychological domain is interconnected with the physical domain. Consequently the 
cancer diagnosis and treatment will influence and is influenced by psychological distress. 
In particular, prior studies have examined co-occurring depressive symptoms among 
cancer patients. 
Depressive Symptoms 
Cancer patients tend to experience high rates of depressed mood for up to two or more 
years after diagnosis (Barsevick et al., 2002; Hoffman et al., 2009). Racial minorities and 
those of lower SES also have a higher rate of depression (Pratt & Brody, 2014). 
Depressive symptoms can include low mood and/or loss of interest or pleasure, appetite 
changes, weight changes, sleep changes, low energy, difficulty concentrating, feelings of 
guilt or worthlessness, restlessness, and suicidal ideation (APA, 2014).  Depending on the 
severity and length of the depressive symptoms, an individual can be diagnosed with a 
depressive disorder, such as Major Depressive Disorder.  It is estimated that 7.6% of 
individuals age 12 and over were suffering from depression in 2009 to 2012 (Pratt & 
Brody, 2014). 
Prior research suggests that cancer patients are at the highest risk of developing 
depressive symptoms immediately following diagnosis and during active treatment 
(Honda & Goodwin, 2004; Irwin, 2013; Fann Fan, & Unutzer, 2009), yet there is ongoing 
debate about the existence of a causal relationship between depression and cancer 
(Spiegel & Giese-Davis, 2003). Specific estimates of depression among cancer patients 
varies, however, prior research suggests that the prevalence of depression is higher 
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among cancer patients compared to the general population.  This is illustrated by the 
following studies. 
 Mitchell et al. (2011) conducted a meta-analysis and aggregated data from 94 
studies that examined the prevalence of mood disorders in cancer patients.  They 
estimated that approximately 25% of cancer patients have depression, including: 1) major 
depression, 2) minor depression, and 3) dysthymia.  The authors suggest there are 
approximately 2 million cancer patients in the U.S. currently coping major depression at 
a given time (p. 170).  Guan Ng, Boks, Zainal, and de Wit (2011) analyzed 31 reports of 
Major Depressive Disorder prevalence among cancer patients.  They estimated that the 
prevalence of depression in this population is 10.8%, but acknowledged that this rate 
would significantly increase if other depressive disorders were included, like the Mitchell 
et al (2011) meta-analysis.  
Linden, Vodermaier, MacKenzie, Greig (2012) examined depression in a British 
Columbian sample of over 10,000 cancer patients.  They reported that “12.9% of patients 
showed levels of depression in the clinical range. Another 16.5% reported “subclinical 
symptoms” (p. 347).  Krebber et al. (2014) most recently conducted an in-depth meta-
analysis of studies that examined the prevalence of depression in cancer patients using 
self-report measures or diagnostic interviews. They reported that 8 to 24% of cancer 
patients experience depression while in treatment or post treatment.  The mean 
prevalence of major depressive disorder was 13%, more than 3 times the prevalence of 
depression in the general population, yet these studies varied in the measures used, cancer 
type, and cancer treatment.  All of these factors can potentially impact depression, and 
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need to be studied more in-depth to obtain more precise rates of depression among cancer 
patients (Krebber et al., 2014).  
 Regardless of the prevalence of depression in cancer patients, there is solid 
evidence that depression is linked to negative health outcomes in cancer patients.  
Onitilo, Nietert, and Egede (2006) conducted a large population-based survey to examine 
depression and mortality risk in cancer patients over a period of 8 years.  They reported 
that individuals diagnosed with both cancer and depression had a 70% higher risk of 
mortality compared to patients without either diagnosis.  They also reported that although 
there are, “irrespective of the cancer-specific site, individuals with cancer and depression 
almost uniformly have higher mortality rates than individuals with cancer but without 
depression” (p. 400). 
Pinquart and Duberstein (2010) conducted a meta-analysis with76 studies to 
examine the association between depression and mortality in cancer patients.  They 
reported that depression in cancer patients, whether used as a categorical or continuous 
variable, was significantly associated with a significant increase in mortality risk. The 
authors noted that patients with terminal cancer are more likely to experience depression 
as a possible explanation for these findings.  They stated: “Studies that assessed 
depression years before cancer diagnosis found similar associations with mortality than 
studies that assessed depression following cancer diagnosis. Nor were effects stronger in 
more advanced disease stages” (p. 1803).  Thus depression is not a mere side effect of 
approaching mortality, it actually contributes to it.   
Jayadevappam, Malkowicz, Chhatre, Johnson, and Gallo (2012) findings also 
support the link between depression and mortality risk.  They examined the incidence of 
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depression in a large national sample of prostate cancer patients using Medicare records.  
They reported that depression was significantly associated with higher healthcare 
utilization (e.g., emergency room visits, hospitalizations), health care costs, and a higher 
mortality rate.  
 Depression can also negatively impact the body’s immune response, which likely 
contributes to this association between depression and mortality (Reiche, Nunes, & 
Morimoto, 2004).  Depression has also been shown to negatively affect treatment 
adherence and increase side effect severity and pain (Badger, Braden, Mishel, 2001; Fann 
et al., 2008; Nail, 2004; Pasacreta, 2007). This is another possible pathway through which 
depression can negatively impact cancer outcomes.  Additionally, the pain experienced 
by cancer patients as a result of the illness and treatment can directly affect their mood 
(Laird, Boyd, Colvin & Fallon, 2009).  These associations are examples of the 
interconnectedness between the biological and psychological domains of the cancer 
experience. Another commonly reported psychological outcome in cancer patients is 
anxiety, which is described below.  
Anxiety 
Anxiety is another commonly reported psychological symptom in cancer patients 
(i.e. Linden et al., 2012; Stark & House, 2000), although it has been studied less often 
compared to depression.  Some symptoms of anxiety immediately following a cancer 
diagnosis is to be expected.  For example, Thielking (2003) noted that, “being diagnosed 
with cancer may cause patients to confront interpersonal, existential, and spiritual issues 
that can lead to elevated anxiety” (p. 250).  Yet, long-lasting anxiety (more than six 
months) characterized by “excessive, irrational fear and dread” is indicative of an anxiety 
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disorder (National Institute of Mental Health, 2015, para. 4).  The most common anxiety 
disorders include: 1) generalized anxiety disorder, 2) obsessive-compulsive disorder, 3) 
panic disorder, 4) post-traumatic stress disorder, and 5) social phobia (NIMH, 2015).  
Anxiety disorders occur in approximately 18 percent of adults in the U.S. and are 
significantly more common in women compared to men (National Institute of Mental 
Health, n.d.). 
Like depression, estimates of anxiety in cancer patients vary. Mitchell et al. 
(2011) examined the prevalence of anxiety and depression in cancer patients in their 
meta-analysis. They estimated that anxiety disorders occur in approximately 10.3% of 
cancer patients. Linden et al. (2012) also estimated the prevalence of anxiety after a 
cancer diagnosis and before treatment in their sample of British Columbian cancer 
patients.  They reported that approximately 19.0% of cancer patients have a clinical level 
of anxiety, and 22.6% have a subclinical level of anxiety.  Watts et al. (2014) conducted 
an international meta-analysis of prostate cancer patients, and reported that the 
prevalence of anxiety was 27.04% prior to cancer treatment, 15.09% during treatment, 
and 18.49% after treatment. 
Some racial differences have been found regarding anxiety. Asnaani, Richey, 
Dimaite, Hinton, and Hofmann (2010) analyzed data from the Collaborative Psychiatric 
Epidemiology Studies. From their very large sample they found White individuals tended 
to be diagnosed with social anxiety disorder, generalized anxiety disorder, and panic 
disorder more than other racial groups, and African Americans tended to be diagnosed 
with post-traumatic stress disorder more than other racial groups. 
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Anxiety often co-occurs with depression, both in the general population and in 
cancer patients (Stark & House, 2008).  Anxiety in cancer patients “may be an organic 
phenomenon, often pharmacological”, meaning the anxiety can be a reaction to a 
medication or treatment given to the cancer patient (Stark & House, 2008, p. 1264).  
Anxiety levels can be magnified by cancer pain, and the experience of cancer pain can 
increase patients’ symptoms of anxiety (Thielking, 2003). Next the social impact of 
cancer is examined. 
Social Impact of Cancer 
The effects of cancer extend well beyond the ill patient and psychological distress 
experienced.  The patient’s family is also affected in many ways by this serious and 
stressful disease (e.g., Faulkner & Davey, 2002; Golant & Haskins, 2008; Mormont, 
1992; Oktay, Bellin, Scarvalone, Appling, & Helzlsouer, 2011; Vivar, Whyte, & 
McQueen, 2010).  For the purpose of this dissertation proposal, I will focus scholars and 
researchers who have examined the impact of cancer on the couple relationship, when 
one partner has cancer.   
Sprung, Janotha and Steckel (2011) conducted a phenomenological study of 
breast cancer patients to understand their experiences of cancer and distress in their 
couple relationships.  They reported that both the patient and partner experienced a range 
of emotions and reactivity throughout the illness. Yet their individual experiences did not 
always agree with each other. Participants reported experiencing increased distress in 
their relationships with their partners, after the diagnosis.  For example, “several 
participants described their experience with couple distress as worse than having cancer” 
(Spring, 2011, p. 624).  
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 Drabe, Wittmann, Zwahlen, Büchi, & Jenewein (2012) studied perceived 
relationship changes in a sample of 209 Swiss cancer patients and their partners.  The 
participating patients’ cancer varied by the type and stage; 71.3% of ill patients and 
74.6% of their partners’ reported the cancer caused significant changes in their 
relationships.  Over half of both the patients and their partners reported that the changes 
were positive; 3.8% of the patients perceived the changes to be negative, as did 8.6% of 
their partners.  Finally, 9.6% of the patient participants perceived a combination of 
positive and negative changes to their relationships, compared to 10.5% of the partner 
participants.  Thus a significant number of couples reported experiencing some negative 
changes after receiving the cancer diagnosis. Participants who perceived negative 
changes in their relationships also reported significant lower quality of life scores, more 
anxiety and depressive symptoms. These findings suggest that the quality of couples’ 
relationships can affect the psychological well-being of both the cancer patient and 
his/her partner. 
Caregiving  
Partners often become caregivers for cancer patients as they go through the 
challenging treatment regimen. Caregiving for cancer patients can be both physically and 
emotionally demanding, and can negatively affect the physical health of the partner (e.g., 
Braun et al., 2007; Ji et al., 2012; Swore Fletcher et al., 2008).  Milbury, Badr, Fossella, 
Pisters and Carmac (2011) studied the impact of caregiver burden in a sample of lung 
cancer patients and their spouses (n=158 couples).  They reported a significantly positive 
association between caregiving strain and psychological distress in caregiving spouses.  
They also reported a negative link between caregiving strain and relationship adjustment 
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(which includes relationship satisfaction).  These findings suggest that both the cancer 
patient and his/her partner are affected by caregiving. 
Sexual Relationship  
Cancer can also affect couples’ intimacy and sexual relationship. As discussed in 
the biological effects section, cancer treatments have side effects that can include 
decreased libido, vaginal dryness, and erectile dysfunction.  Cancer’s psychological 
impact can also play a role in couples’ sexual relationship, for example, depressive 
symptoms is associated with lower libido and increased risks for developing sexual 
dysfunction (Fabre, Clayton, Smith, Goldstein & Derogatis, 2013; Johannes et al., 2009; 
Lourenço, Azevedo, & Gouveia, 2011; Seidman  & Roose, 2001). 
Badr and Taylor (2009) examined sexual functioning in couples in which 1 
partner was diagnosed with prostate cancer. They reported that both cancer patients and 
their partners reported high levels of sexual dysfunction (related to erectile and orgasmic 
function, desire, and satisfaction) and there is negative association between sexual 
dysfunction and both marital functioning and psychological distress.  Their findings also 
“suggest that healthy spousal communication patterns may play an important role in 
alleviating the adverse effects of patients’ and partners’ own sexual dysfunction or 
dissatisfaction on their own marital adjustment” (p. 743). 
 Milbury and Badr (2013) studied sexual problems in a sample of heterosexual 
couples in which the female partner was diagnosed with metastatic breast cancer.  Sexual 
problems in this study included sexual desire and their results suggest that sexual 
problems in couples coping with cancer were associated with depressive symptoms for 
both partners.  For breast cancer patients, positive and negative communication patterns 
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with their partners impacted this association. Patients with very positive communication 
experienced more depressive symptoms when they had increased sexual problems. 
Additionally, patients who reported more negative communication experienced more 
depressive symptoms when they had increased sexual problems.  Although 
communication did play the role with the male partners of the patients in this study, the 
authors hypothesized that “this finding may mainly reflect a gender difference such that 
sexual problems may be more important to men than to women in managing emotional 
distress” (Milbury & Badr, 2013, p. 819).   
Although, these two studies describe the effect cancer can have on couples’ 
sexual functioning, they also support the link between the biological (e.g., the cancer and 
physical side effects), psychological (e.g., psychological distress), and relational (e.g., 
marital adjustment, couple sexual functioning, and couple communication) domains that 
affect cancer patients and their partners.  Thus cancer interventions developed to target 
the couple relationship have the potential to improve patients’ and partners’ ability to 
cope with the illness both individually and together.  This section summarized the 
biological, psychological, and social effects of cancer based on the biopsychosocial 
framework (Engel, 1978).  In the next section I describe adult attachment theory in the 
context of cancer and summarize extant literature that focuses on how cancer impacts 
couples’ attachment to each other.   
   Cancer and Couple Attachment 
As summarized earlier in the attachment theory section, stressors like cancer in a 
partner or spouse can activate attachment behaviors based on whether couples are 
securely or insecurely attached to each other (Kobak & Hazan, 1991). Thus couples’ 
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attachment can affect whether or not they are able to come together to cope with the 
cancer or if the cancer experience exacerbates negative relationship patterns. 
Porter et al. (2012) studied a sample of 127 married lung cancer patients and their 
partners to explore the association between their attachment styles and adjustment. The 
sample was 90.6% White and 7.8% African American. It was not made clear that the 
couples were all heterosexual, however this appears likely based on the gender 
breakdown of the patients and the spouses. No information on SES was given.  The mean 
age was 62.8 years. 
Patient adjustment was assessed using measures of marital quality, self-efficacy, 
depression, pain, anxiety, and quality of life. Partner adjustment was evaluated using 
measures of attachment style, marital quality, caregiver strain, self-efficacy, and mood.  
Their results suggest that securely attached couples (where both partners have secure 
attachment) have significantly higher levels of adjustment compared to insecurely 
attached couples (where both partners have insecure attachment). Patients who had 
partners with insecure attachment characterized by high avoidance reported experiencing 
more pain and poorer well-being compared patients who had partners with secure 
attachment styles  Patients of partners with insecure attachment characterized by high 
anxiety also endorsed lower levels of marital quality.  Patients with insecure attachment 
had poorer adjustment overall compared to patients with secure attachments; the same 
results were reported among the partners with insecure attachment. This study suggests 
that both partners’ attachment styles play an important role in their ability to adjust and 
effectively manage individually and relationally. 
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Kim and Carver (2007) examined attachment and caregiving in 400 caregiver 
spouses of patients with cancer.  The frequency of the partners’ caregiving was 
significantly associated with both the attachment security to their ill spouses and the 
partners’ gender.  Male partners’ insecure attachment negatively affected their 
caregiving, while female caregivers’ secure attachment was associated with more 
emotional caregiving.  A link was also found between anxious attachment and an 
increased frequency of practical/instrumental caretaking (physical tasks of caretaking), 
but only among female caregivers.  Both male and female caregivers who were securely 
attached to their partners with cancer reported less difficulty engaging in caretaking 
compared to partners who were insecurely attached to their partners with cancer.  The 
authors concluded that “caregivers’ [attachment] orientation to the relationship with the 
spouse plays a significant role in the extent to which caregivers perceive the caregiving 
role as burdensome” (Kim & Carver, 2007, p. 719).  It is important to note, however, that 
sample was predominantly Caucasian and affluent (Kim & Carver, 2007). 
Braun et al. (2012) examined caregiving styles and couple attachment in Canadian 
patients who had advanced gastrointestinal or lung cancer and their spouses.  Race and 
ethnicity were not reported, only country of birth (large majority born in Canada or 
Western Europe).  SES was not reported either, however various education levels were 
represented in the sample. The four caregiving styles they examined were: 1) proximate, 
2) sensitive, 3) controlling, and 4) compulsive.  The researchers reported a negative 
association between avoidant (insecure) attachment in caregivers and the extent of their 
proximate and sensitive caregiving, and a positive link between caregivers’ anxious 
(insecure) attachment and compulsive caregiving.  The results also suggest that 
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compulsive caretaking was positively associated with cancer patients’ avoidant 
attachment, while negatively linked to cancer patients’ anxious attachment.  The authors 
noted that these findings may be indicative of a “demand-withdrawal” or “avoidance-
pursuit” dynamic that can occur in insecurely attached couples (Braun et al., 2012, p. 
151). In the former, one partner anxiously seeks out the other who consequently distances 
him/herself. In the latter, one partner avoids closeness with the other, who then pursues 
closeness with the avoiding partner.  Overall, this study suggests that couples’ attachment 
styles can affect their cancer experience.  Although this study included cancer patients 
with more advanced stages who require more caregiving from their partners, the 
attachment implications are still relevant for couples coping with earlier stages of cancer.  
These studies lend support to the idea that cancer can activate attachment needs and 
behaviors, and that attachment security can impact partners’ experience of cancer. 
Interventions to Help Couples Cope with Cancer 
Many psychosocial interventions have been developed and evaluated to help 
couples cope with the experience of a partner’s cancer diagnosis (e.g., Manne et al., 
2011; McLean et al., 2008). Additionally, several thorough narrative systematic reviews 
and meta-analyses have been conducted to review this area of the literature to date (Badr 
and Krebs, 2013; Baik & Adams, 2014; Li & Loke, 2014; Regan et al., 2012).  In this 
section I review the systematic reviews and meta-analyses to identify the trends and gaps 
in existing couple-based psychosocial cancer interventions.  
Baik and Adams (2011) conducted a review of couple-based psychosocial 
interventions for couples coping with cancer.  Fourteen studies were included in the 
review, all of which examined interventions that were “fully or partly couples-based’ 
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(Baik & Adams, 2011, p. 251) developed to reduce cancer related distress and to increase 
couple’s well-being.  One of the inclusion criteria was that the study had to target middle-
aged or older couples who are coping with cancer.  The authors did not explain their 
reasons for targeting this particular age range, however, they did note that “as the incident 
of cancer increases with the growth of an aging population, the need for services 
including psychosocial interventions for couples facing cancer will continue to grow as 
well” (Baik & Adams, 2011, p. 251).  
Many of the interventions in these studies adapted existing couple interventions 
for couples coping with cancer, and EFT was one of these interventions (McLean et al., 
2008), which will be described in more detailed in this chapter.  Other studies developed 
a completely new intervention and evaluated its effectiveness.  However, only half of the 
studies (n=7) in this review were randomized controlled trials. Six of the 14 studies did 
not identify a theoretical framework. Two studies utilized a group intervention while the 
remaining 12 were developed to help each couple separately.  Interventions consisted of 
between 2-6 sessions, and utilized the following techniques: 1) psycho-education, 2) 
discussion, 3) exercises, 4) coping skills training, and 5) self-help methods (Baik & 
Adams, 2011). 
Baik and Adams (2011) reported that eight of the interventions significantly 
improved patient outcomes, and eight also improved partner outcomes. Five of the 
studies demonstrated partial improvement across patient outcomes and three showed 
partial improvement for partner outcomes. Yet because of methodological issues (e.g., 
sample size, floor effects, non-experimental design) in some of the studies, Baik and 
Adams (2011) concluded that the body of literature they reviewed suggests only partial 
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effectiveness with some methodological limitations.  They noted that “most of these 
studies did not incorporate a standardized measure of marital distress or marital 
functioning” (Baik & Adams, 2011, p. 264) even though they were evaluating the 
effectiveness of couple interventions, and many of these interventions could benefit from 
further tailoring to fit the unique needs and concerns of cancer patients and their partners.  
In conclusion, Baik  & Adams (2011) suggested that future couple-based cancer 
interventions studies address these issues and they recommended more large randomized 
control trials. 
In 2012, Regan et al. published a systematic review of experimental and quasi-
experimental couple-based psychosocial cancer interventions.  Twenty-three intervention 
studies published between 1990 and 2011 were evaluated, all of which used depression, 
anxiety, distress or quality of life (QOL) as an outcome measure. Thirteen of the studies 
focused on enhancing couple communication, eight focused on improving coping, and 
two focused on educating the couple about the cancer and related care.  Most 
interventions were conducted in-person, although some used telephone sessions for part 
or all of the intervention sessions.  Twenty of the interventions were conducted with both 
partners together, while three of them kept the partners separate. Cancer stages I through 
IV was almost equally represented across the 23 intervention studies. 
Across all of the intervention studies, there was a lack of racial/ethnic diversity. 
The authors reported that 81.9% of participants were Caucasian, 10.15% were African-
American, 2.92 % were Asian, and 3.71% were classified as having an ethnicity of 
“Other” (Regan et al, 2012, p. 7).  The most common types of cancer among cancer 
patients were breast (48.67%) and prostate (22.76%). Most couples had at least some 
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university education (68.77%). Although this suggests the samples in these 2e studies 
was highly educated, no SES statistics were identified.  Additionally, the authors did not 
discuss whether any of the studies included same-sex couples in their samples. 
Most intervention studies included reported significant positive psychosocial 
outcomes for their intervention groups compared to the control groups. The effect sizes 
(d~.35-.45) were comparable to those of patient or partner-only psychosocial cancer 
interventions.  Regan et al. (2012) also noted that the interventions conducted with 
couples coping with earlier-stage cancer (e.g., Stages O, I, II) demonstrated better 
outcomes compared to those conducted with couples coping with later-stage cancer (e.g., 
Stages III, IV). The authors did not report whether any of the interventions were 
conducted in a group setting.  All of the interventions were manualized and utilized 
treatment fidelity checks, but only half provided intervention-specific training for the 
professionals implementing it (Regan et al, 2012).  Regan et al. (2012) suggests that 
future studies are needed that include a greater variety of cancer types, and include 
interventions for younger couples (as participants in the existing intervention studies 
tended to be older).  They also recommended that future studies evaluate the cost-
effectiveness of couple-based psychosocial cancer interventions, and said, “If a couple-
based intervention is as efficacious as a patient or partner-only intervention, and the 
effects are maintained longer, then there may be potential to alleviate some burden on 
healthcare clinics and professionals” (Regan et al., 2012, p. 12). 
Badr and Krebs (2013) conducted a systematic review and meta-analysis of 
studies that reported the effectiveness of psychosocial interventions for couples coping 
with cancer, in particular designed to improve quality of life (QOL).  Improving QOL 
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was defined as any study that examined physical, psychological, or relational outcomes, 
“because QOL is a multidimensional construct that encompasses physical, psychological, 
and social (interpersonal) well-being” (p. 1689).  All of the 23 studies were randomized 
control trials published from 1980 to 2012, and the interventions included cancer patients 
and their partners.  Twenty-three studies were included in their systematic narrative 
review and 20 of these studies were included in the meta-analysis.  The 3 studies 
excluded from the meta-analysis did not provide enough data for the researchers to 
calculate an effect size. 
The study samples lacked racial diversity; 83.9% participants were white.  There 
were 2645 total couples across all of 23 studies.  The most common types of cancer were: 
breast (30% of the studies), prostate (30% of the studies), and mixed types (30% of the 
studies). Cancer stage statistics were not reported.  SES was not reported, nor did the 
authors note if any of the studies included same-sex couples. 
The types of interventions included: 1) cognitive behavior therapy, 2) education, 
3) interpersonal counseling, 4) behavioral marital therapy, and 5) EFT.  Although the 
authors did not discuss which of these types of interventions were most common, they 
did provide a table of the 23 studies summarizing the type of intervention evaluated.  
Most studies used CBT and/or psycho-education as interventions.  Only one study used 
EFT (McLean, Walton, Rodin, Esplen & Jones, 2011) and will be reviewed in detail later 
in chapter 2.  The authors also did not comment on trends related to intervention 
modality, however the table they included revealed that one intervention (Manne et al., 
2011) used a couples’ support group modality.  This intervention study will also be 
discussed in more detail later in chapter 2. 
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Most studies had six sessions that lasted between 20 to 120 minutes. In 12 of 
these studies, the role of the partner was supportive where they were encouraged to be an 
assistant to the patient in the patient’s learning.  In 11 of these studies, the partner was 
included on the same level as the patient, so they were more actively involved in 
sessions. In five studies, only patient outcomes were reported, despite the couple-based 
intervention. Most interventions were led by mental health professionals, although 39% 
of the interventions were led by nurses. 
Interventions in which the partner had a more active role tended to have smaller 
effect sizes compared to those in which the partner was more passive, however the Badr 
and Krebs (2013) noted that “neither approach yielded significantly better results for 
partner psychological outcomes, patient physical outcomes, and patient or partner 
relationship outcomes,” (p. 1701).  Badr and Krebs (2013) suggest that more research 
conducted to further examine how to facilitate a larger effect size for partners of cancer 
patients.  Interventions that were manualized had larger effect sizes compared to those 
that were not, as were interventions which were monitored for treatment fidelity.  
Interventions led by mental health professionals had larger effect sizes than those led by 
nurses, and interventions which addressed couple communication had larger effect sizes 
than those that did not.   
Overall, Badr and Krebs (2013) note that their findings support the efficacy of 
couple-based interventions for couples coping with cancer. However the authors 
acknowledge that the effects sizes they calculated in the meta-analysis (0.21 to 0.31 for 
patients and partners) was on the lower side of the modal effect size range for 
psychosocial interventions. Badr and Krebs (2013) theorize that this could be due to the 
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lack of an organizing theory for many of these interventions, or the variety in the types of 
interventions used and their outcomes. They recommended that future couple-based 
cancer interventions studies should address the lack of diversity in samples and attend to 
cultural factors, identify an underlying theory and incorporate it, measure outcomes on 
both patients and partners, and evaluate cost-effectiveness.  They conclude by stating that 
the literature on couple-based cancer interventions is relatively new, as most has been 
published in the last ten years (Badr & Krebs, 2013). 
Li and Loke (2014) conducted a systematic narrative review of couple-based 
intervention studies for married couples who are coping with cancer.  They included 
studies written in both English and Chinese, and examined the following databases: 1) 
Science Citation Index Expanded, 2) PsycInfo, 3) Medline via OvidSP and 4) CINAHL 
(in March 2013).  All studies had to include outcome measures for both cancer patients 
and spousal caregivers.  Seventeen studies were identified and analyzed (12 randomized 
control trials and 5 cohort studies). Over half of the studies were conducted in the U.S., 
while the remaining studies were conducted in Australia, Canada, the Netherlands, and 
Germany.  Sample sizes across the 17 studies ranged from 9 to 263 couples.  The 
combined sample size of all 17 studies was n=1142 couples.  The types of cancer of the 
patients included prostate cancer (6 studies), breast cancer (4 studies), gastrointestinal 
cancer (1 study), and multiple types of cancer (4 of the studies).  Most theoretical 
frameworks utilized in the 17 studies were relationship-focused, and Emotionally 
Focused Therapy was included among them.  The authors (Li and Loke, 2014) stated that 
most studies did not clearly describe how theory informed their study. 
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The different types of interventions identified by Li and Loke (2014) in this 
review include: 1) skills-training interventions 2) therapeutic counseling interventions 
and 3) psychoeducation interventions.  Interventions were classified as: 1) partner 
caregiving of the patient, 2) self-care for the caregiver, and 3) managing family and 
marital concerns.  The mean length of interventions was 6.2 sessions over 8.3 weeks.  
Follow-up assessment ranged from 12 months to immediately after the completion of the 
intervention (post-test).  All 17 studies utilized treatment fidelity measures and 
intervention protocols or treatment manuals.  Thirteen of the interventions were 
conducted face-to-face only, 1 used a combination of face-to-face sessions and telephone 
sessions, and 1 used telephone only delivery of sessions.  Two of the face-to-face only 
interventions were conducted in groups of couples, and the other 11 face-to face 
delivered interventions were conducted with participating couples separately. 
 The outcomes measured across the 17 studies were broadly classified by Li and 
Loke (2014) as: 1) dyadic appraisal (appraisal of the cancer, self-efficacy, and 
communication), 2) dyadic coping (coping strategies of both partners), and 3) dyadic 
adjustment (quality of life, mental health, physical health, and marital satisfaction).  The 
authors reported that all of the reviewed interventions incorporated improving couple 
communication to facilitate coping to cancer, but only 4 out of 17 studies actually 
measured couple communication as a primary outcome.  These 4 studies reported 
significant improvements in couple communication compared to the control group.  
Five studies evaluated coping in couples and 4 out of these 5 studies reported 
significant improvements in coping in the intervention group compared to a control 
group.  Significant positive post-intervention outcomes were also reported for the studies 
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that examined quality of life, psychosocial distress, sexual functioning (related to 
physical health), and marital satisfaction.  All 17 studies reported positive outcomes for 
their interventions.  Li and Loke (2014) noted that, “a variety of measurements were used 
in these intervention studies to measure similar concepts or outcomes” (Discussion 
section, para. 4), which interfered with study comparison.  Based on their review, the 
authors suggest that future couple-based interventions for couples coping with cancer 
should be flexible in content and delivery to decrease attrition risk.  They also suggested 
that future interventions should be conducted by “trained professionals”, “using “a face-
to-face-group mode” (Recommendations for Future Couple-Based 
Intervention Research section, para. 7), and that a 3-month follow-up assessment should 
occur after a reasonably dosed intervention (reasonable dose was described as: six weekly 
or bi-weekly 90-minute sessions).  They also recommend that interventions use both 
skills-training and psycho-education and key outcomes should include the following: 1) 
illness appraisal, 2) coping, 3) mental health, 4) physical health, and 5) marital 
satisfaction. 
Unfortunately Li and Loke (2014) did not explicitly review or discuss the race, 
ethnicity, SES, or sexual orientation of the couples in the 17 reviewed studies.  They also 
did not describe the cancer stage or the time elapsed since the cancer diagnosis.  It is 
unclear if these omissions happened because this socio-demographic and illness 
information was missing from the original 17 studies, or if the authors of this systematic 
review failed to report it.  Like earlier studies, this suggests many researchers are not 
attending to the needs of racially and socio-economically diverse samples of couples 
coping with cancer.  
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Overall, few clinical researchers have targeted racially and socio-economically 
diverse groups of couples coping with cancer, and the concerns of patients with more 
advanced disease. Additionally, most couple-based clinical interventions have not 
explicitly used theory to develop the intervention and have primarily targeted changes in 
cognitions and behaviors. They have not focused on the potent context of adult 
attachment in couples coping with cancer by targeting all three domains: 1) affect; 2) 
behaviors; and 3) cognitions. A number of studies failed to measure relational outcomes 
and/or did not assess both partners on outcome measures.  The cost-effectiveness of these 
psychosocial interventions was also not addressed by the researchers. Next I will 
summarize the development of Emotionally Focused Therapy (EFT) which is the model 
that informed the intervention (HMT) that was adapted and evaluated in this dissertation 
study. 
Emotionally Focused Therapy 
Emotionally focused therapy (EFT) is a couples’ therapy approach grounded in 
adult attachment theory (Kobak & Hazan, 1991).  It was originally developed by Les 
Greenberg and Susan Johnson in the mid-1980s (Greenberg & Johnson, 1988; Johnson & 
Greenberg, 1985a; 1985b).  This model “integrates humanistic and systemic perspectives 
on human functioning and change” (Johnson, 2011, p. 13). 
 The humanistic aspect of EFT focuses on the premise that emotions are salient 
and can be utilized to facilitate positive dyadic change because relationships are 
transformative (Johnson, 2011).  Humanism also influenced EFT’s experiential focus: the 
focus is on the process of what is presently occurring in a couple’s relationship.  The EFT 
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therapist then acts as a process consultant, consistently using empathy and validation 
(both humanistic traits) to facilitate positive changes in couples (Johnson, 2011).  
The systemic aspect of EFT is grounded in family systems theory (Bateson, 1972; 
Bertalanffy, 1968), where individuals are viewed in the context of a family/couple system 
and the larger systems surrounding it.   For example, the concepts of circular causality 
(e.g., series of events where each one is caused by the one before it, and the first one is 
caused by the last), feedback loops (e.g., feedback from the system or partners’ 
behaviors, emotions, cognitions that tend to keep patterns the same or with new 
experiences, partners can learn new ways of relating to each other because they have the 
capacity to change and adapt), and viewing behaviors in the context of the system (e.g., 
couples tend to follow established patterns governed by rules or behaviors that are often 
unstated and beyond the conscious awareness of partners) are used in EFT (Johnson, 
2011).  Salvador Minuchin’s structural family therapy (Minuchin, 1974) also influenced 
EFT, specifically the “focus on the enactment of “new” patterns of interaction” (Johnson, 
2011, p. 30).   
Attachment theory (Bowlby, 1980), and more specifically adult attachment theory 
(Hazan and Shaver, 1987) provides the foundation in EFT for understanding couples’ 
emotions, behaviors, and emotions in the context of their relationships.  Thus from an 
EFT perspective, partners have the potential to act as a safe haven and secure base for 
each other (Johnson, 2012). This means that each partner can become more attuned, 
responsive, and provide comfort during stressful times, like coping with a cancer 
diagnosis.  Yet if partners are insecurely attached to each other, then they will not feel 
assured of their partner’s responsiveness and attunement to their needs and instead could 
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respond uncertainty stressor like cancer with anxiety, avoidance, or both (Johnson, 2012). 
Anxious behaviors such as, “criticism, blaming, and emotionally loaded demands in 
distressed relationships are viewed as attempts to deal with and resolve attachment hurts 
and fears” (Johnson, 2012, Kindle Locations pp. 671-672).   
Some examples of avoidant attachment behaviors are: 1) intensely focusing on 
certain tasks to the exclusion everything else, and 2) evading emotional connection with 
their romantic partners.  Within the EFT model, this is viewed as another form of self-
protection in which partners are trying to repress any attachment needs and consequently 
do not reach out to their partners because they do not feel safe (Johnson, 2012).  The goal 
of EFT is to help couples establish or strengthen their bond and securely attach to each 
other.  Even if either one or both partners developed insecure attachment styles as 
children, the EFT model assumes that by creating new and corrective emotional 
experiences, couples’ attachment behaviors change and become more secure and loving 
in the context of the relationship (Johnson, 2012). 
EFT can be completed in eight to 20 sessions, depending on the needs of the 
couple (Johnson, 2011). The EFT model includes three different stages comprised of nine 
steps. The first stage focuses on de-escalating a couple’s negative interactional cycle, 
where a partner with more anxious attachment behaviors (referred to as the “pursuer”) 
becomes less reactive, and the partner with more avoidant attachment behaviors (referred 
to as the “withdrawer”) becomes more engaged (Johnson, 2012).  The first stage includes 
four out of the nine EFT steps. The first step is to establish a positive therapeutic alliance 
and try to understand the couple’s conflicts in the context of their attachment to each 
other (Johnson, 2012, p. 17). The second step is to identify the couple’s negative cycle, 
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and the third is to access “the unacknowledged emotions underlying interactional 
positions” (Johnson, 2012, p. 18). The fourth is to reframe (e.g., changing the way people 
see things and trying to find alternative ways of viewing ideas, events, situations, or 
concerns) the couple’s issues as a result of their interactional cycle and their emotions 
based which are caused by unmet attachment needs (Johnson, 2012).   
Stage 2 of EFT focuses on changing the couple’s negative cycle. This occurs 
though steps five, six, and seven.  In step five, an EFT therapist helps the couple 
acknowledge and accept their underlying emotions and attachment needs that they 
previously avoided acknowledging or was out of their awareness. In this step the partners 
also expand their self-awareness (Johnson, 2012). The therapist helps a couple integrate a 
new understanding of interactions with each other so they can become more comfortable 
experiencing their emotions more intensely (Johnson, 2012).  In Step six, the EFT 
therapist helps the couple accept each other’s experience in the relationship and respond 
more empathically to each other. In step seven, the goal is to facilitate the development of 
more positive bonding events between partners by helping them become more vulnerable 
with each other so they can express their core attachment needs and emotions to each 
other (Johnson, 2012).   
After these steps are completed, the therapist works on Stage 3, the termination 
stage, which involves confirming what has been learned and further integrating it into the 
couple’s relationship. Step eight, the first step of the third stage, involves “facilitating the 
emergence of new solutions to old relationship problems” (Johnson, 2012, p. 18). The 
final step, step nine, the therapist works with the couple to consolidate new positive 
interactional cycles involving secure attachment behaviors (Johnson, 2012). 
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EFT Outcome Studies 
EFT is an evidence-based model with numerous outcomes studies that have 
evaluated its effectiveness.  However, there are still gaps in this body of literature.  In this 
section, I will review and evaluate several early seminal EFT outcome studies in detail, 
and provide an overview of seminal EFT outcome studies. 
Early outcome studies. The first EFT outcome study was a randomized control 
trial conducted by Johnson and Greenberg (1985a) in Canada.  The researchers compared 
the effectiveness of the following three groups: 1) a cognitive-behavioral intervention 
(focusing on teaching problem-solving skills); 2) an emotion-focused intervention (which 
was later named EFT), and 3) a waitlist control group. Each treatment included eight 
(one-hour sessions).  The sample included 45 middle class heterosexual married 
Canadian couples who had been cohabitating for one year or more.  Although the authors 
did not report that all couples were married in their article, the therapy provided was 
referred to as “marital therapy” and participants were referred to as “spouses”. At least 
one partner in each couple was required to be “distressed” based on their Dyadic 
Adjustment Scale score.  The mean relationship length of the couples was 8.6 years.  The 
mean educational level of the participants was 15 years.  The SES of the participants was 
not discussed but it can be assumed they were middle to upper class.  The researchers 
also failed to disclose the race, ethnicity, or age of participants but it has been reported 
elsewhere that this original sample was primarily White.  For the three comparisons 
groups (CBT, EFT, and wait list control group) there were no significant differences in 
their demographic profiles. 
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Twelve master’s-level or higher (PhD) therapists participated in this study. There 
were six therapists per treatment group (2 males and 4 females). The researchers noted 
that “all therapists were trained in and professed an orientation congruent with the model 
of therapy they were asked to implement” (Johnson & Greenberg, 1985a, p. 176) and had 
a mean of four years clinical experience. The age, race, or ethnicity of the therapists was 
not described by the researchers.  Therapists were given 12 additional hours of training in 
their respective therapy models prior to the beginning of the study, as well as group 
supervision and telephone consultations throughout the study. Treatment fidelity was 
monitored by 2 trained graduate students who rated videotapes of sessions using fidelity 
checklists. 
In this study the researchers measured emotional style, therapeutic alliance, 
marital adjustment, presenting problem, goal attainment, and intimacy. Qualitative data 
describing the couples’ experience of therapy was gathered using post-treatment survey 
with open-ended questions.  The therapeutic alliance was measured after the third therapy 
session.  All other measures were administered at the baseline assessment (prior to the 
start of treatment or the start of the waiting period for the waitlist control group), after the 
eight weeks of treatment (or eight weeks of wait list control group), and at eight-week 
follow-up. All treatment couples were give eight one-hour therapy sessions. Couples 
were not randomized based on any demographics, however when compared across 
demographic variables, no significant differences were found between the groups. 
There were no significant differences reported for therapeutic alliance between 
the two treatment groups (cognitive-behavioral and EFT) and analyses suggested no 
significant differences across therapist performance in the two treatment groups. Both 
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cognitive-behavioral and EFT led to significantly improved scores on one subscale of the 
marital adjustment measure (Consensus or how much couples agree with each other), the 
presenting problem measure, the goal attainment measure, and one subscale of the 
intimacy measure (intellectual intimacy). Yet, only the EFT group was significantly 
different from the wait list control group on two other subscales of the marital adjustment 
measure (Satisfaction and Cohesion) and another subscale of the intimacy measure 
(Conventionality).  The EFT group improved significantly more than the cognitive-
behavioral intervention group on marital adjustment overall, and on two subscales in the 
intimacy measure and the presenting problem measure.  The authors reported that “the 
general difference between groups found at treatment termination held at follow-up” 
(Johnson & Greenberg, 1985a, p. 179).  
Johnson and Greenberg, 1985a also noted that despite the cognitive-behavioral 
intervention explicitly focusing on problem-solving, the EFT intervention group was able 
to achieve similar progress on the goal attainment measure and Consensus subscale of the 
marital adjustment measure, suggesting that EFT “also had an effect on a couple's ability 
to negotiate and change specific behaviors” (p. 181). Johnson and Greenberg (1985a) 
hypothesized that increasing couples’ trust and responsiveness to each other in EFT 
facilitated this effect.  The authors also acknowledged that the measures were all self-
report which was a limitation of their study.  They said that because of the small sample 
of therapists, it is possible there were differential therapist effects that were not detected 
because therapists were not cross-trained (Johnson & Greenberg, 1985a).  Overall, this 
first effectiveness study suggested that EFT which focuses on the emotional experience 
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of couples is sometimes more effective than the more traditional couple-based cognitive-
behavioral intervention. 
Johnson and Greenberg (1985b) next conducted a within-subjects quantitative 
study to examine the effectiveness of EFT (now formally referred to as Emotionally 
Focused Marital Therapy) for couples.  The couples in this study were their own control 
group. After the initial assessment, there was an eight-week waiting period before the 
intervention (eight weekly EFT sessions with individual couples) began. The sample 
included 14 White middle class heterosexual Canadian couples who had been 
cohabitating for at least one year.  Although marriage was not described as a explicit 
inclusion criteria, this was implied throughout the article that all couples were married 
(e.g., the authors noted that couples were required to have no imminent plans to divorce 
and referred to the therapy as “marital therapy”).  The couples had an average family 
income of $30,000 per year (1985 in Canadian currency which was considered middle 
class).  The mean number of couples’ years of education was two years of post-secondary 
education.  The mean age was 33.0 and the mean relationship length was 6.9 years.  
Neither the race nor ethnicity of the participants was explicitly described, but later this 
study was noted to include primarily White middle class, heterosexual couples.   
The therapists in the study included seven (6 female, 1 male) Master’s level 
students with a mean level of clinical experience of 2 years.  The therapists had very little 
marital therapy experience, so they received 12 hours of EFT training using an EFT 
training manual.  Therapists were provided with weekly supervision.  
The researchers measured marital adjustment, intimacy, the presenting problem, 
and goal attainment, and therapeutic alliance.  Measures were conducted at the initial 
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contact (baseline), after the eight-week waiting period, after the intervention or post-test 
(eight weekly 75-minute EFT sessions) and two months post-intervention (follow-up).  
The exception to this was the therapeutic alliance measure (designed to measure the 
quality of the relationship between a provider and the couple), which was assessed only 
after the third therapy session. Additionally, only the presenting problem and goal 
attainment were measured at the 2-month follow-up (via telephone).   
There were no significant changes across measures from the initial assessment 
(Time 1) to the post-waiting period assessment (Time 2), which indicates that the 
“control group” did not improve.  However there was significant improvement across all 
measures from the Time 2 assessment (baseline) and the post-intervention assessment 
(Time 3).  At the 2 month follow-up assessment (Time 4), goal attainment had not 
changed from the Time 3 assessment; however the presenting problem had significantly 
improved at Time 4 (2 month follow-up). The fact the only these two constructs were 
measured at the 2-month follow-up is a methodological limitation acknowledged by the 
researchers which they attributed to their limited resources back in 1985.  Johnson and 
Greenberg (1985b) noted that their effect sizes were smaller compared to their previous 
study (Johnson and Greenberg, 1985a).  They attributed this to the less experienced EFT 
therapists used in this study.  Overall, their findings suggested that EFT was effective 
compared to no treatment (wait list control), even when conducted by novice marital 
therapists.   
Six years later, James (1991) conducted a quantitative controlled experimental 
study in British Columbia, Canada designed to compare the following 3 types of 
interventions: 1) a group of couples who received eight sessions of EFT, 2) a group of 
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couples who received the eight EFT sessions plus four additional sessions of 
communication skills training, and 3) a wait-list control group.  Forty-two couples 
participated, with 14 couples in each of the 3 groups.  All couples had been living 
together for one year or more and had to score in the distressed range using the Dyadic 
Adjustment Scale (Spanier & Thompson, 1982).  The mean relationship length was 9.64 
years, and the couples had an average of 1.57 children per couple. The fact that all 
couples in the study were married was again not explicitly discussed but implied, because 
the author used the term “spouses” to describe the couple participants.  Additionally, the 
author did not explicitly note if the couples were all heterosexual, again this was implied. 
The author reported that the participants’ mean number of years of education was 15.  
The author did not report any other participant demographics, specifically race and 
ethnicity, and SES. Only the mean number of years of education is described.  The author 
also did not state how the participants were assigned to each of the 3 treatment groups, 
for example, were they randomly assigned based on particular stratification variables and 
was the demographic profile in the 3 groups matched. 
Fourteen counseling psychology graduate student therapists provided therapy to 
participants which included 5 males and 9 females.  The therapists who provided therapy 
to the EFT-only group had an average of 1.93 years of marital therapy experience, while 
the EFT and communication session therapists had an average of 2.33 years of marital 
therapy experience.  All therapists were randomly assigned to a treatment group and were 
given specific training so they were not cross trained to control for therapist effects.  
Master’s level students were trained to use implementation checklists on randomly 
selected sessions to ensure treatment fidelity to the different interventions. 
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The constructs investigated included: 1) therapeutic alliance, 2) marital 
adjustment, 3) psychosocial intimacy, 4) relationship communication, 4) presenting 
complaints, 5) passionate love, and 6) consumer satisfaction.  Therapeutic alliance was 
measured at the end of the third session for both treatment groups and again at post-
intervention. Measures on marital adjustment, psychosocial intimacy, relationship 
communication, presenting complaints, passionate love was administered at: pre-
intervention, post-intervention, and at 4-month follow-up. Both the EFT-only and EFT 
and communication groups showed significantly higher increases in marital adjustment 
and improvement of their presenting problems compared to the control group.  
Participant feedback suggested the benefit of the additional communication sessions; 
however, the EFT-only group had significantly better outcomes on the presenting 
complaints at the 4-month follow-up.  The author noted that the training-level of the 
therapists and the lack of assessment of the EFT and communication group’s 
communication skills post treatment was a limitation of this study. 
Goldman and Greenberg (1992) conducted a randomized control trial comparing 
EFT to integrated systemic marital therapy (IST) and a waitlist-control group.  The 
sample included 42 couples who were randomly assigned to one of the 3 groups.  Each 
couple in the treatment groups received 10 therapy sessions and was assessed at pre-
treatment, post-treatment, and 4 months after treatment.   All couples had been living 
together for 18 months or more and had a partner who was distressed based on the 
Dyadic Adjustment Scale (Spanier & Thompson, 1982). The couples had been together 
for an average of 11.26 years and the mean number of children the couples had was 1.36.  
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All couples were Caucasian, had a mean income of $38,500, and the mean 
education level was one year post-secondary.  A range was not provided for the income 
or educational levels so it is unclear if there were diverse levels of either represented in 
this sample. However, the authors described their sample as middle-class. Male partners 
were on average of 39.4 years old, while the female partners were on average of 37.6 
years.  The authors reported no significant differences based on the couples’ socio-
demographic profiles across the 3 groups and implied that all couples are heterosexual.  
The 7 therapists who provided the 3 types of treatment had a master’s degree or higher 
and had a mean of 5 years of clinical experience, including training in the model they 
utilized for the study.  Therapists received two hours of weekly supervision and sessions 
were chosen at random and checked for fidelity by two trained individuals. 
Constructs investigated included: 1) therapeutic alliance, 2) marital adjustment, 3) 
presenting problems, 4) goal attainment, 5) conflict resolution, and 6) consumer 
satisfaction. Both the EFT and IST groups of couples had significantly reduced levels of 
marital distress, increased conflict resolution and goal attainment, and alleviated 
presenting problems when compared to the wait list control group at post-intervention.  
Consumer satisfaction was positive for both treatment groups (EFT and IST). Couples in 
the IST group were able to maintain their progress at post-test better than the EFT group, 
however, the authors noted that IST is not as cost-effective as EFT.  The authors also said 
that over half of the couples in the treatment groups were severely distressed prior to the 
intervention, and suggest that EFT may be more effective at follow-up with moderately 
distressed couples.  The authors also acknowledged that the 4-month follow-up was a 
study limitation because treatment differences were not examined over a longer period of 
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time.  Noteworthy there was no acknowledgement by the authors that the homogeneity of 
the sample across race and class was a study limitation. 
           Dandeneau and Johnson (1994) compared EFT and Cognitive Marital Therapy 
(CMT) on marital intimacy, dyadic trust, and dyadic adjustment.  They used a 3-group 
randomized design: 1) an EFT group, 2) a CMT group and 3) a waitlist-control group.  
Couple participants were not distressed but wanted to work on increasing their levels of 
intimacy.  Couples in each treatment group received 6 weekly therapy sessions.  
Measurements were taken at pre- and post-intervention, and at 10-week follow-up.  The 
sample included a total of 36 couples (12 assigned to each group) who had been living 
together for at least 2 years.  
          Participants’ mean age was 40.9 years.  Relationship length ranged from 3 to 43 
years.  The authors did not provide demographic data describing the race, ethnicity, or 
SES of participants.  It was also not clear how many of the couples were married and if 
there were any homosexual couples in the study.  Ten doctoral intern therapists provided 
the therapy for the study.  Therapists were also provided with additional training in their 
respective models for the purpose of this study.  Weekly group supervision was provided 
to therapists for the 2 treatment groups, but again they were not cross-trained in both 
models. No other demographic data was provided describing the therapists. Treatment 
tapes were randomly audited by one of the researchers to ensure treatment fidelity. 
          No significant differences in outcomes were reported based on the demographic 
variables. Both EFT and CMT significantly increased levels of couple intimacy at post-
test compared to the wait list control group.  Yet at the 4 month follow-up, the CMT 
groups’ gains were lost while the EFT groups’ intimacy had increased even further.  No 
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significant changes were reported in the 2 treatment groups compared to the control 
group for dyadic trust and dyadic adjustment.  The authors hypothesized that the lack of 
significant differences between the 2 treatments is because the sample included non-
distressed couples who already had high levels of trust and adjustment and thus any 
changes were too minor to be detected statistically (e.g., ceiling effect).   
          Study imitations acknowledged by the authors included: 1) studying couples who 
responded for an ad for free therapy versus a clinical sample, and 2) therapists were not 
randomized (since they were already trained in their respective models).  The lack of 
demographic data on both the participants and therapists is not addressed by the authors 
which suggests that the sample was not racially, ethnically, or socioeconomically diverse. 
In the next section, I describe studies that have been done to evaluate EFT to help 
families cope with chronic illness either in a child or in a partner or spouse. 
              Additional EFT outcome research.  Several subsequent studies of EFT were 
conducted, many focusing on different presenting problems. In 1999, Johnson, Hunsley, 
Greenberg, and Schindler conducted a meta-analysis of existing EFT randomized 
controlled studies (Dessaulles, 1991; Goldman & Greenberg, 1992; James, 1991; Johnson 
& Greenberg, 1985a; Walker, Johnson, Manion, & Cloutier, 1996).  One of the studies 
included was an unpublished doctoral dissertation (Dessaulles, 1991). They found the 
overall mean effect size across main outcomes to be 1.28; this large and significant effect 
size is indicative of EFT’s effectiveness with the populations studied to that point.  In this 
paper, Johnson et al. (1999) acknowledge that one of the limitations of EFT was that 
most of its outcome research had been conducted by the developers to date (Johnson and 
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Greenberg), but noted that studies by others such as Denton, Burleson, Clark, Rodriguez, 
and Hobbs (2000) were in progress. 
  Denton et al. (2000) compared a group of married couples who received eight 
weekly sessions of EFT to a, eight-week waitlist control group.  Thirteen couples 
completed the intervention group and 10 couples completed the waitlist control period.  
Despite the fact that the EFT sessions were shorter than in previous outcome studies (50 
minutes versus 75 minutes), EFT was demonstrated to again be effective in improving 
marital satisfaction. Family income ranged from $30,000 to $49,999.  Two couples who 
completed the initial assessment were reported to African American, while the other 
couples were all Caucasian; however, the authors did not make it clear whether either of 
the African American couples completed the study, or if they were among the couples 
who dropped out. 
 MacIntosh and Johnson (2008) found some support for the use of EFT with 
Canadian couples (in Ottawa) in which one partner was a childhood sexual abuse 
survivor. They studied the effectiveness of EFT in a small sample of 10 couples and 
found significant positive changes in relationship satisfaction and trauma symptoms. 
Their sample was more socioeconomically diverse than other EFT studies (family income 
range: $10,000 to $100,000), however the race and ethnicity was not mentioned.  
 Denton, Johnson, and Dessaulles (2003) studied the effectiveness of EFT (16 
weekly sessions) with depressed women and their male partners, compared to women 
only taking anti-depressant medication (for the 16 weeks) and their partners. Both groups 
experienced significant depressive symptoms reduction, and the EFT group had 
continued to improve at 6-month follow-up.  However, the medication group did not 
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continue their medication until the 6-month follow-up points, which could have affected 
the results. There were a total of 12 couples in the sample. Again, neither the race nor 
ethnicity of participants was mentioned. The mean income was reported to be $45,000, 
but no range was provided.   
Denton, Wittenborn, and Golden (2012) later conducted a similar but slightly 
larger randomized pilot study of EFT with women with major depressive disorder and 
their male partners.  The compared a group of depressed women receiving both 
antidepressant medication management and EFT with their partners (intervention group), 
to women who received medication management only and their partners (control group).  
Both groups had a significant decrease in depressive symptoms post-intervention.  They 
found that the EFT intervention group did not differ significantly from the comparison in 
the extent the depressive symptoms decreased, however the EFT intervention group had 
significantly more improvement in relationship quality.  The study sample was mostly 
white (83.3% of the intervention group, 66.7% of the comparison group.  Income level 
may have been diverse (41.7% of the treatment group and 58.3% of the comparison 
group having an income of greater than $50,000) however this remains unclear as income 
range was not reported. Mean years of education were 14.8 and 14.6 respectively.  
Unfortunately, the demographic data was only provided on the female participants, not 
their male partners. 
Emotionally Focused Therapy and Chronic Illness.  Several articles have been 
published that provide theoretical support for adapting EFT for couples coping with 
chronic illness and for parents coping with a chronically ill child.   
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 Kowal, Johnson, and Lee (2003) suggest that EFT is particularly well-suited 
couples in which one partner is diagnosed with a chronic illness.  They noted that illness 
elicits many complex and intense emotions in couples; therefore, EFT’s focus on emotion 
is clinically relevant.  Kowal et al. (2003) also emphasized that the attachment behaviors 
and needs triggered by a stressor like an illness in a partner, spouse or child, can be 
addressed by the EFT model.  They described a case example to support their assertions, 
and to emphasize the reciprocal relationship between illness and the couple relationship 
(Kowal et al., 2003).  Stiel, Naaman, and Lee (2007) make similar assertions about the 
relevance of EFT for this population. 
McLean and Nissim (2007) asserted that EFT is an excellent intervention for 
couples in which one partner has advanced cancer.  They point out that this type of threat 
to a relationship activates attachment behaviors, which in turn affect the caregiving and 
care-receiving behaviors in couples. McLean and Nissim (2007) described two clinical 
cases, one in which the caregiving partner was dismissive and avoidant while caregiving, 
and one in which the caregiving partner was overfunctioning while caregiving. Each case 
illustrates how EFT can help couples change their patterns of interaction and better 
prepare for the ill partner’s death (McLean & Nissim, 2007). 
Naaman. Radwan, and Johnson (2009) also stated that EFT could be a very 
beneficial treatment for couples who are coping with a breast cancer diagnosis and 
treatment. They point out that there is a dearth of existing couple-based psychosocial 
cancer interventions which are truly grounded in theory, and EFT utilizes the main 
premises of attachment theory.  Naaman et al. (2009) also stated that EFT can help 
couples come together and better support each other so they can effectively cope with 
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intense emotions related to breast cancer in a partner. They provide a case example 
describing a couple coping with breast cancer to support their assertions. 
 Outcome Studies.  Besides the arguments that EFT is theoretically a good fit for 
families coping with a chronic illness, a few outcome studies have been conducted to 
evaluate the effectiveness of EFT couples coping with chronic illness.  Walker, Johnson, 
Manion and Cloutier (1996) conducted a randomized control trial to evaluate the efficacy 
of emotionally focused therapy for married couples who are parenting chronically ill 
children.  The sample included 32 distressed Canadian couples who were randomized to 
either the EFT intervention group (10--90-minute EFT sessions) or to a waitlist-control 
group (these couples were offered the EFT intervention when the study was completed).  
Each couple was recruited from a pediatric hospital and had a child who was diagnosed 
more than 12 months prior with an illness that required parental involvement and had a 
risk of death.  These illnesses included autoimmune disease, cancer, cystic fibrosis, 
diabetes, epilepsy, kidney disease, muscular dystrophy, severe asthma, and spina bifida.   
Marital distress was determined using the Dyadic Adjustment Scale. The mean 
SES index (based on income and education) of the participants was 52.86, which the 
authors noted “translates to a middle-class socioeconomic status level” (p.1030).  The 
average age of male participants was 38.1 years, the average age for the female 
participants was 35.7 years, and the average age of the ill child was 7.3 years.  The mean 
length of marriage was 11.3 years, and the mean length of the child’s illness was 4.8 
years.  The authors did not describe the race or ethnicity of the participants.  They also 
did not explicitly state that all the couples were heterosexual, although this was implied 
throughout their article. 
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The therapists used in this study included 7 clinical psychology doctoral 
candidates who had 1 year or more of supervised EFT training.  Therapists received an 
additional eight-hour training to help them work specifically with this population. 
Therapists received weekly supervision throughout the study.  Two graduate students 
randomly checked the audiotapes of sessions with each couple and rated them for 
treatment integrity. 
The EFT intervention was adapted from traditional EFT in the following ways. 
First, therapists were provided with eight hours of additional training to better understand 
families who are caring for a chronically ill child. This included information about 
families’ unique needs and challenges as well as disease-specific information (based on 
the diseases of the children of the couples in the study).  Second, throughout the 
intervention the potential effect of the illness on the couple was identified as needed.  
These effects could include each: 1) partner’s experience of the illness and their related 
emotions, 2) their ways of coping with the illness, and 3) their grief related to the illness.   
The researchers measured the following constructs: 1) marital adjustment, 2) 
intimacy, 3) couples’ interactional styles (observational measure), and 4) therapeutic 
alliance.  The measures included both self-report and observational measures.  
Participants were assessed before intervention, post-intervention, and 5 months after the 
completion of the intervention.  
The researchers (Walker et al., 1996) explained that “the data of the lower scoring 
spouse on the DAS, the primary outcome measure, were used for all marital measures 
because using these data better predicts marital functioning than averaging a couple's 
score (p. 1030).  In most couple intervention studies that use a dyadic research approach, 
                                                                               Couples Coping with Cancer        
 
78
however, the best indicator of couple outcomes are the difference scores where the higher 
score of the partner is subtracted from the partner who reported the lower score. Although 
they did not report the results, the researchers said they did conduct separate analyses on 
husbands’ and wives’ individual data and found no significant differences when results 
were compared to using the lower-scoring partner.  The researchers hypothesized that this 
was because an equal number of male and female partners were the lower-scoring 
partner. According to their findings, the EFT intervention significantly decreased marital 
distress in couples compared to the control group.  Yet, because they only used the data 
of the lower scoring spouse, it is actually a measure of one partner’s marital distress on 
does not capture the couple’s dyadic distress. They reported that the results were 
consistent at the 5-month follow-up.   
Intimacy was significantly higher in the intervention group of couples only at 
follow-up, which the authors explained is likely because “the control group dropping at 
follow-up as treatment couples maintained their intimacy gains between post-treatment 
and follow-up” (p. 1034).  Overall, the treatment group had a 75% improvement rate and 
a 38% recovery rate at the 5-month follow-up mark.  Recovery was determined using a 
clinical cutoff score on the marital adjustment measure and the reliable change index, but 
again only for the lower scoring partner which is a limitation of this study.  Since all 
couples in their study were very distressed, and recovery was based on a clinical cutoff 
score of distress, the authors suggest that it makes sense there was not a larger percentage 
of the intervention group who “recovered”.  They instead emphasized the improvement 
rate for the lower scoring spouse/partner as a more accurate measure of the intervention’s 
efficacy.  Walker et al. (1996) also noted that the effect sizes are less than Greenberg and 
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Johnson’s (1985a) original EFT study, but comparable or larger to subsequent EFT 
outcome studies.   
A two-year follow-up study of the same sample was conducted by the authors 
(Cloutier, Manion, Walker, & Johnson, 2002).  Couples from the original sample who 
agreed to participate in the 2-year follow-up were mailed the same measures used in the 
original study. Thirteen couples from the treatment group participated in the follow-up 
(81% of the original sample).  The researchers were only able to gather data on only 3 
(out of 16) of the waitlist control couples. Of the remaining waitlist control couples, 3 
had chosen engage in a treatment, 5 had separated, 1 moved, and 4 refused to participate 
in follow-up.  Thus there was not enough data to compare the control group to the 
treatment group across the measures at this 2-year follow up point.   
This time, the researchers (Cloutier et al., 2002) describe the race and ethnicity of 
their participants (the 13 treatment couples that participated in the follow-up and said 
that, “Although the sample was primarily Caucasian, no detailed information was 
gathered on ethnic makeup” (p. 393). The other demographic variables reported changed 
only slightly from those of the first study (since the waitlist control couples and 3 
treatment couples from the original study were not part of this sample).  The mean age 
was 37.7 years and the mean marriage length was 9.8 years. The mean illness length of 
the couples’ ill child was 4.4 years. 
For all analyses in this study, the researchers (Cloutier et al., 2002) again used the 
data from the partner in each couple who scored lower on the marital adjustment measure 
prior to the intervention which again is a not a dyadic approach; the difference score 
between couples is the more common approach in couple research. Six of the lower-
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scoring partners were female and 7 of them were male. The researchers reported that two 
years post-intervention, 23.15% of the 13 couples had maintained their improvement on 
marital adjustment from the post-intervention assessment,  38.5% improved further, 
30.8% continued to show no improvement from pre-intervention or reverted to their score 
at pre-intervention, and 7.7 % (1 couples) scored lower at follow-up than at pre-
intervention.  Thus eight out of 13 partners with the lower scores had improved or 
recovered 2 years after the EFT intervention.  No time effects at 2-year follow-up were 
found on the intimacy measure.   
Cloutier et al. (2002) said that the limitation of this follow-up study included: 1) 
the small sample, 2) the lack of control group, 3) the lack of any observational measures, 
and 4) the use of the marital adjustment measure as the sole means of determining 
clinical improvement/recovery.  They also described the potential ethical issue with a 
waitlist control, given that 38% of the waitlist control couples separated and only 19% 
engaged in EFT at the end of the original study; they recommended the use of attention 
placebo instead.  This study illustrates the potential long-term effectiveness of EFT when 
used with couples coping with the stressor of an illness, although in this case it targeted 
couples coping with a chronically ill child rather than an ill partner. 
McLean et al. (2008) evaluated the effectiveness of EFT for Canadian couples 
who are coping with advanced cancer (e.g., Stage IV) using a pre- and post-intervention 
prospective design.  The intervention included eight weekly sessions of EFT which had 
been adapted for use with couples coping with cancer. The sample included 14 Canadian 
couples (the study took place in Toronto, Canada) with one partner who had metastatic 
cancer or a cancer recurrence.  Couples were married or had a partnership for more than 
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one year, and scored in the intermediate to moderate relational distress range on the 
Revised Dyadic Adjustment Scale.   
For the cancer patients, 56.25% were female, and the mean age was 48.1 years. 
Cancer type varied, and included breast, head/neck, gastrointestinal, gynecological, 
leukemia, and central nervous system.  The mean years since diagnosis was 2.6 years and 
50% of the patients in the study were experiencing a recurrence of their cancer; 87.5% 
were in active cancer treatment. No data on race or ethnicity was reported. SES was not 
reported, however 97% of the sample had more than college or postgraduate education.  
The researchers (McLean et al., 2008) did not state that all couples were heterosexual. 
However, given the lack of same-sex couples in the EFT literature and only the sex of the 
cancer patients was reported, it is likely that none of the couples were same-sex. 
The researchers did not describe specifically how they adapted EFT for the 
advanced cancer population. They simply stated that it was modified “to address 
particular issues that challenged such couples” (McLean et al., 2008, p. 1153). The goals 
of the intervention were: 1) to promote relational repair, 2) to improve emotional 
engagement, partner understanding, and attachment security, 3) to help change negative 
patterns of interaction, and 4) “to enhance a sense of meaning, and existential well-being 
in cancer patients and their [partners] at the end of life” (McLean et al, 2008, p. 1153). 
The constructs measured included martial functioning, depression, hopelessness, 
and satisfaction and benefit from the intervention. Measures were given to couples at 
baseline, after 4 sessions, after eight sessions (end of intervention), and at a 3-month 
post-intervention follow-up point. The results suggest that 87.5% of couples had some or 
significant improvement in their marital functioning.  At the post-intervention assessment 
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(week eight), 68.8% of couples scored in the non-distressed range on the marital 
functioning measure, and 60% were still non-distressed at the 3-month follow-up.  Both 
patients and their partners had significantly decreased levels of depression from baseline 
to follow-up, with patients having a greater decrease in distress.  Hopelessness scores 
were low and baseline and remained low. Participating couples reported moderately high 
levels of satisfaction with the adapted EFT intervention and found the intervention to be 
beneficial. The results were promising, and the feasibility as demonstrated by the low 
attrition rate (all couples were retained for post-intervention assessment, 93.5% retained 
for follow-up). 
McLean, Walton, Rodin, Esplen, and Jones (2013) later conducted a randomized 
controlled trial of the same adapted EFT intervention for end-stage cancer patients and 
their partners.  Couples were recruited from the same hospital in Toronto (Princess 
Margaret Hospital).  Inclusion criteria remained the same, however, this time the couples 
were randomized to the EFT intervention group or to a control group. The control group 
received standard care at the hospital from which recruitment took place.  This standard 
care or treatment as usual consisted of social work consultations (two-thirds of 
participants), psychiatry referral and treatment, or psychology referral and treatment.  
Psychiatry and psychology sessions of couples in the treatment group ranged from two to 
eight sessions.  The intervention is described in slightly more detail compared to the pilot 
study (McLean et al., 2008).  Major themes incorporated throughout this EFT 
intervention included: 
“impact of a terminal diagnosis and effective communication; control of 
physical symptoms and communication with their medical team; 
assessment of grief versus clinical depression; the couple’s need for 
decision making; fears, the couple’s changing perceptions of time, and 
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how to spend it in a meaningful way; physical changes and decline in the 
patient that result in further role changes; importance of being attuned to 
oneself and partner, the process of reviewing one’s life; and existential 
issues that include meaning, value, and spirituality” (McLean et al., 2013, 
p. 30). 
 
The intervention was conducted by an EFT-trained clinician. Sessions were 
randomly selected for audio-recording and reviewed by another EFT-trained clinician 
(Susan Johnson) for fidelity. 
 The sample consisted of 42 couples (20 couples in the control group and 22 couples 
in the intervention group).  Most couples had an annual income of more than $60,000. 
Various types of cancer were represented in the sample, including blood, breast, central 
nervous system, gastrointestinal, gynecological, lung, head and neck, skin, neuroendocrine, 
and genitourinary. Again, race and ethnicity were not reported.  The couples appear to all 
be heterosexual based on the reported gender of all of the patients and all of their partners 
for the control and intervention groups. 
 All couples were assessed at baseline, immediately following the completion of the 
intervention, and at a three-month follow-up.  The outcomes assessed included marital 
functioning, depression, hopelessness, caregiver burden, and patient’s perspective of 
caregiver empathic behavior.  No differences were found across the 3 time points on 
depression and hopelessness. Couples in the treatment group had significantly better levels 
of marital adjustment compared to the treatment as usual group post-intervention, and this 
was maintained 3-months post-intervention.  Patients in the intervention group also had 
significantly higher perceived empathic behavior post-intervention and at follow-up.  This 
study’s limitations included its small sample size and lack of equitable control group. Yet, 
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overall this study and its pilot (McLean et al., 2008) suggest that EFT can be adapted for 
couples coping with cancer.  
 Recently, Johnson et al.(2013) completed a study with 24 Canadian married 
couples that used functional magnetic resonance imaging to examine the impact of EFT 
on regulation of the brain’s response to a perceived threat (in this case, an electric shock).  
The results suggested that EFT “can alter the way the brain encodes and responds to 
threats in the presence of a romantic partner” (Johnson et al., 2013, p. e79314).  Though 
these finding are promising, this study was again conducted with a primarily Caucasian 
sample.  The SES of the participants was not identified at all. 
 EFT has ample empirical support, included multiple randomized controlled trials. 
Unfortunately, the study samples lack racial and socioeconomic diversity.  Most 
participants in EFT studies to date have been white and middle to upper class (when these 
demographics are reported at all).  There is also a dearth of EFT studies that include same-
sex couples. Unfortunately, EFT researchers have failed to discuss the limitations of this 
lack of diversity regarding its generalizabilty and cultural sensitivity.  More outcome 
studies with diverse samples, as well as outcome studies that specifically examine the use 
of EFT with minority and underserved populations, are needed. 
 Hold Me Tight Intervention.  HMT is a couples’ support group intervention 
developed by Susan Johnson (Johnson, 2009) and based on EFT principles and 
attachment theory (Bowlby, 1980).  It is not group therapy, rather it is an educational 
program to help groups of couples become more securely attached by learning more 
about love, attachment, and potential negative cycles of interaction and how to change 
them (Johnson, 2009). It was designed to be shorter than the typical course of EFT with 
                                                                               Couples Coping with Cancer        
 
85
individual couples.  Hold Me Tight consists of eight two-hour sessions. It is meant to be 
taught in conjunction with Johnson’s (2008) book, “Hold Me Tight: Seven Conversations 
for a Lifetime of Love”, which is given to participants to read throughout the program. 
The session topics include: 1) “Understanding Love and Attachment, 2) “How Love Goes 
Wrong- The Demon Dialogues”, 3) “Finding the Raw Spots in the Demon Dialogues”, 4) 
“Fixing Mistakes and Creating a Secure Base”, 5) “Becoming Open and Responsive, 6) 
“Forgiving Injuries and Trusting Again”, 7) “Tender Touch and Synchrony Sex”, and 8) 
“Keeping Your Love Alive and Caring for Your Relationship” (Johnson, 2009, p. v-vii).  
Yet to date, no outcome studies have been published specifically on the HMT program.  
There is currently a large, multi-site study in progress in Tennessee with over 5,000 
couples and recently a dissertation study was completed in Canada evaluating HMT 
(ICEEFT, 2013; S. Johnson, personal communication, May 13, 2014), although the 
results are not yet available. 
Among racial minorities and individuals who have lower SES, there is greater 
stigma about therapy and mental health ((Alvidrez, Snowden & Kaiser, 2008; 
Golberstein, Eisenberg,  & Gollust, 2008; Gardner, 2006; Masuda, et al., 2012; Sirey et 
al., 2014; Thompson, Bazile, & Akbar, 2004),. Thus HMT, as an educational intervention 
versus therapy, is more likely to engage lower-income minority populations compared to 
traditional EFT.  HMT is also more cost-effective because it is shorter than a typical 
course of EFT and multiple couples can attend groups together.  The brevity and cost-
effectiveness also make it a more feasible intervention that can be offered to cancer 
patients by oncology centers as part of their psychosocial services.  Cancer patients in the 
midst of a course of treatment may also prefer the brevity of HMT to a longer therapeutic 
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intervention.  HMT is an intervention that offers the core concepts of EFT, upon 
adaptation) can be used to help couples who are coping with cancer. 
Purpose of Dissertation Study 
Using Attachment theory (Bowlby, 1980) and the BPS approach (Engel, 1980), 
this one-arm program evaluation study (pre-post test) was designed to examine if a 
promising couple’s group therapy treatment, HMT (Johnson, 2009) can help a diverse 
sample of couples cope with the diagnosis and treatment of cancer in a spouse or in a 
committed partner. Caucasian and minority couples in which a spouse or a committed 
partner was diagnosed or had a recurrence of cancer (lower stage cancers, e.g. stages I, II, 
III) within the past 12 months were eligible for this study at DUCOM’s Radiation 
Oncology Department (see letter of support from Co-PI, Dr. Lydia Komarnicky in 
Appendix A).  The couple support group intervention (HMT) was evaluated at baseline 
(week 0) and post-test (week 10). Below are the two specific aims and study hypotheses 
that were examined in this dissertation study: 
Specific Aim 1:  Assess intervention acceptability and feasibility using recruitment and 
retention rates for the intervention, participants’ reasons for refusal or dropout and level 
of post-intervention participant satisfaction.   
Hypothesis 1. At post-test (week 10), couples will report that the 
intervention is acceptable as evidenced by their positive feedback on the 
Hold Me Tight and consumer satisfaction post-test surveys which cancer 
patients and their spouses/partners will complete at post-test (see 
measurement section in chapter 3).  
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Hypothesis 2. The recruitment and retention of couples will be feasible 
with little to no drop outs and good attendance at the 5 sessions across the 
3 support groups.   
Specific Aim 2: Pilot test treatment efficacy by comparing the pre-test and post-test 
measures for couples who completed the study. A comparison of baseline and post-
intervention psychological (BDI II), relationship satisfaction (RDAS), attachment (ECR-
S, BARE), and impact of the cancer (IES and FACT-G, version 4.0 for patients only) 
measures will be conducted. Descriptive statistics, paired samples t-tests, and Repeated 
Measures ANOVAs will be used to describe pre-post differences. 
Hypothesis 3.  At post-test, couples will report better adult attachment 
(Experiences in Close Relationships Scale: ECR-S developed by Brennan, 
Clark, and Shaver, 1998) and couple attachment (Brief Accessibility 
Responsiveness and Engagement Scale: BARE developed by Sandberg, 
2012), improved relationship satisfaction (Revised Dyadic Adjustment 
Scale: RDAS developed by Busby et al., 1995), decreased symptoms of 
depression (Beck Depression Inventory II: BDI-II developed by Beck, 
Steer, & Garbin, 1988) and a decreased impact of the cancer (Impact of 
Event Scale: IES developed by Horowitz, Wilner, and Alvarez, 1979; and 
Functional Assessment of Cancer Therapy: FACT-G, version 4.0 
developed by Cella et al.,1993).         
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CHAPTER 3: METHODOLOGY 
  Research Design 
A one-arm program evaluation study was conducted to examine if a promising 
couple support group intervention (Hold Me Tight) which was adapted for couples coping 
with cancer (see Appendix C for 6-session intervention manual and see Appendix H for 
adapted 5-session manual) improve psychological, relational, and cancer relevant quality 
of life outcomes for a diverse sample of couples in which one spouse/partner has been 
diagnosed or had a recurrence of cancer in the last 12 months and is in active treatment 
(e.g., chemotherapy, radiation).   
The methodology is a one-arm (HMT only) pre-and post-intervention prospective 
design.  The pilot intervention study and active data collection began on November 2013 
(see Appendix B for IRB approval) and ended on December 6, 2014 (13 months of data 
collection).  The primary aim was to evaluate the following psychological, relational, and 
quality of life outcomes: 1) symptoms of depression; 2) adult history of attachment, 3) 
current couple attachment, 4) relationship satisfaction, and 5) impact of cancer on quality 
of life of the cancer patient and on couple.  Self-report measures, including a 
demographic self-report survey, were administered at baseline and post-intervention to all 
participating couples.   
The “Hold Me Tight” intervention has never before been adapted for couples 
currently coping with cancer in a partner or spouse, and to date no studies have been 
published evaluating the success of the original “Hold Me Tight” group intervention 
(Johnson, personal communication, May, 2014). Yet, there is empirical support for 
Emotionally Focused Therapy (EFT) for couples (Dandeneau &Johnson, 1994; Goldman 
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& Greenberg, 1992; Johnson & Greenberg, 1985a; Johnson & Greenberg, 1985b) from 
which HMT was developed.  Noteworthy, most couples in prior EFT effectiveness 
studies have been white, mild to moderately distressed, heterosexual, married, and middle 
to upper class.  This study was innovative because it evaluated an adapted version of 
“Hold Me Tight” with a sample of racially and economically diverse couples currently 
coping with cancer in a partner or spouse.   
A one-arm (HMT) program evaluation study was appropriate to first assess the 
adapted intervention’s acceptability and feasibility and to examine preliminary outcome 
data.  Given this is a preliminary exploratory study conducted on a smaller scale, a 
control or comparison group was not used.  For these same reasons to avoid severely 
limiting the sample, individuals diagnosed with any type of treatable cancers (lower 
Stages I, II, or III) (and their partners) were eligible to volunteer for this study, and later 
(March, 2014), we relaxed the inclusion criteria to include committed couples which will 
be explained in more detailed below under the original inclusion and modified inclusion 
criteria. 
Sample 
The sample included adult couples (ages 18 and older) in which one 
spouse/partner was diagnosed with Stages I, II, III cancer or had a recurrence in the last 
12 months.  Specific inclusion criteria were: 1) couple is married, engaged, or committed 
to each other, 2) one of the partners has been diagnosed with stages I, II, or III cancer 
within the past 12 months or had a recurrence in the last 12 months.  We originally 
required that couples had to either be married or cohabitating for one year or more to 
ensure participating couples had a high level of commitment to each other, which is a 
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requirement for HMT and EFT.  Yet lower income and minority couples (Banks, 2011; 
Cross-Barnet, Cherlin, & Burton, 2011; Lichter, & Qian, 2008; Raley & Sweeney, 2009; 
Seitz, 2009; Sassler & Miller, 2011; Shafer & James, 2013) are often less likely to get 
married, compared to white and higher income couples. Thus we adapted our study 
inclusion criterion in March, 2014 (see IRB amendment and approval in appendices) for 
the second and third groups to determine commitment which is next described.  
After running the first group (November, 2013-February, 2014), we relaxed the 
study inclusion criteria to couples who are committed to each other, and included couples 
who are married, engaged, cohabitating, or who have in a relationship and committed to 
each other.  We received feedback from our onsite recruiters that many minority cancer 
patients who were partnered reported they did not cohabitate with their partners, but 
considered themselves to be in a committed relationship.  Similarly, Dunlap, Golub, and 
Strickler (2012) examined the living arrangements among poor African Americans in the 
U.S. and noted that: 
“the rate of cohabitation might be greatly underreported due to outright 
distrust. Low-income females may be particularly unwilling to report a 
cohabiting partner--even to survey takers--for fear of official sanctions 
from a variety of agencies. Rent-subsidized apartments can have 
requirements specifying the maximum occupancy or those occupants must 
be related, not use illegal drugs and not have a criminal record. The 
presence of a long-term partner could jeopardize everyone's housing 
eligibility. The presence of a partner who has an income could reduce 
eligibility for rent subsidies and other government benefits. A male with 
no reported legal income could alternatively be subjected to requirements 
to train and look for a job” (p. 560). 
Given the patient population at Drexel’s Cancer Center includes a significant 
percentage of low-income minority cancer patients, the research team decided it would be 
more appropriate to use a measure of commitment for unmarried couples that was not just 
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based on cohabitation.  We  used a single-item screener for commitment taken from the 
valid and reliable Dyadic Adjustment Scale (Spanier, 1976; see Appendix K) because it 
was used in prior EFT outcome studies and was recommended to the Co-PI (Dr. Ting 
Liu) by the EFT developer, Dr. Susan Johnson (T. Liu, personal communication, May 13, 
2014). 
Eligible cancer patients were diagnosed with Stages I, II, III within the past 12 
months or had a recurrence of cancer in the past 12 months, because the intervention is 
designed for couples who are currently coping with a more treatable cancer diagnosis and 
are in the active treatment phase.  The exclusion criteria were as follows: 1) couples in 
which a partner has been diagnosed with Stages 0 or  IV cancer, 2) couples in which a 
partner has been diagnosed  or had a recurrence with Stages I, II, or III cancer more than 
12 months ago, 3) couples who are not currently committed to each other according to 
our screening tool (see Appendix K), 4) couples who are currently in ongoing individual, 
couple or family therapy, 5) non-English speaking couples, 6) evidence of psychosis, and, 
7) mental retardation or other cognitive deficits that would impair ability to understand 
questions or to actively participate in HMT support group.   
Couples who are coping with stage 0 cancer were excluded because health 
outcomes tend to be significantly better for patients diagnosed in this earlier stage, and 
we are targeting couples who are coping with stress related to the illness. Couples who 
are coping with Stage IV cancers were also excluded, because of the higher incidence of 
mortality in this later stage. These couples would require an intervention that focused 
more explicitly on anticipatory grief and loss like the McLean (2008) EFT intervention 
for couples who are coping with terminal cancer in a partner/spouse.  Couples who are 
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currently in individual, couple, or family therapy were also excluded because these 
treatments are confounding variables, and prevent a full evaluation of the HMT group. 
A non-probability convenience sampling approach was used to recruit couples.  
Participants were recruited from one site, Drexel Cancer Center and Drexel University 
College of Medicine’s (DUCOM) Radiation Oncology Department patients. DUCOM 
oncology providers assisted with recruitment, including social workers, nurses, a creative 
arts therapist, and a nurse navigator.  Providers first used a brief screening form (see 
Appendix E) to determine eligibility for the study. After running the first group, as noted 
above we relaxed the study inclusion criteria to committed couples, and recruiters then 
using the revised screening tool (see Appendix K).  
Study recruitment posters and brochures were distributed (see Appendix L for 
recruitment materials) throughout Hahnemann University Hospital in several oncology 
clinic waiting rooms (e.g., Radiation Oncology, Breast Cancer, Prostate Cancer, and 
Inpatient Unit). After running the first group (November, 2013-February 2014), based on 
feedback from couples and group leaders we revised the treatment manual in the 
following ways: 1) reduced the number of sessions from 6 to 5 (2 hrs/session); and, 2) 
relaxed the study inclusion criteria to committed couples. After receiving an IRB 
approved amendment (see Appendix J) in March, 2014 we distributed the revised 
recruitment posters and brochures with the changes in our protocol (see Appendix M for 
revised posters and brochures).  
Due to HIPAA regulations, only DUCOM providers directly involved in patient 
care could first describe the study to eligible patients; other members of the research team 
could not contact oncology patients until they first signed a release of information form 
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that gave the team permission to contact them about the study (see Appendix E).  Thus, 
after a cancer patient expressed an interest to one of the DUCOM providers, patients 
were given a release of information form to sign which gave the PI (Dr. Davey) two Co-
PIs (Drs. Liu and Komarnicky) and key research team personnel (Laura Lynch) explicit 
permission to know their cancer diagnosis and to contact them directly.   
DUCOM’s Cancer Center and Radiation Oncology Department was chosen as a 
primary recruitment site because of the collaborative relationships the PI (M. Davey) had 
established during previous research projects with Dr. Kormanicky (Co-PI) as well as 
other oncology providers.  The team actively tried to recruit between 10-20 couples 
during the 1- year pilot study (3 intervention groups total conducted consecutively, 
approximately 3-5 couples per group).  
A total of 25 couples were referred to the research team over the 13 month data 
collection period, and 11 eligible couples out of the 25 agreed to participate (44%).  Out 
of the 11 couples who were eligible and volunteered for this study a total of 7 out of the 
11 (64%) couples completed the 5 or 6 session HMT program, as well as the baseline and 
post-tests. Note, that one of the 3 couples in the third group completed the program but 
later the research team discovered they were not in a committed relationship and were 
just friends supporting each other through the cancer treatment, so we were unable to use 
their data. Given the anticipated recruitment and drop-out rate (up to 30%), the team 
expected a final sample of approximately 10-14 couples; so the target final sample was 
below (n=7) what was anticipated because of the slower than anticipated rate of 
recruitment at DUCOM. 
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Procedure 
Setting 
The intervention took place in conference rooms in either Bellet Building (1505 
Race Street) or the New College Building at Drexel University’s Center City Campus in 
Philadelphia, Pennsylvania.  As noted earlier, the intervention originally included 6 
sessions (see Appendix C) which was used with the first cohort of couples.  Each session 
occurred every other week (on Saturday mornings from 11am-1pm which was 
participants’ preferred time to meet) for a period of 12 weeks for the first cohort of 
couples.   
Data collection began on November 23, 2013 and the first group completed the 
program in February, 2014 (4 couples completed baseline and session 1; and only 1 
couple completed all 6 sessions, pre and post-test measures).  In this first cohort, one 
couple dropped out because the husband was uncomfortable with videotaping of sessions, 
two couples dropped out because they were struggling with side-effects from the cancer 
treatment. After reviewing the feedback from the group facilitators and the one couple 
who completed the full intervention protocol, we revised the HMT treatment manual so it 
was 5-sessions over 10 weeks for the remaining two groups (see Appendix H for revised 
HMT manual) and the corresponding fidelity checklist (see Appendix I).  
Data collection continued until December 2014 (with two more groups run) until 
the final sample of seven couples completed the program. The second group began on 
May 21, 2014 and included five couples at baseline and four couples at post-intervention; 
one couple dropped out because of a conflict with their work schedules.  The third and 
final group began on October 11, 2014, included three couples at baseline and two 
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couples post-intervention. As noted earlier, one couple was not included in the final 
analysis because they did not meet inclusion criteria. We found out, after they completed 
the study, they were not in a committed relationship but were friends supporting each 
other throughout the cancer treatment. Thus, data collection continued through December 
2014 until the final sample of seven couples (out of 11 recruited) completed the program 
and all baseline and post-test measures. 
Permissions 
 Permission to conduct the study was received in August of 2013 by the 
Institutional Review Board at Drexel University (see Appendix B for IRB application and 
IRB letter of approval). Again, participants first sign a release of information (see 
Appendix E) allowing study personnel to contact them about volunteering for the study, 
after they first express an interest in the study to recruiting providers at DUCOM’s 
Cancer Center and Radiation Oncology Department. Participation in the study was 
completely voluntary and all participants first reviewed and signed an adult consent form, 
prior to completing the baseline assessments and beginning the HMT intervention.  
Participants were able to discontinue the intervention at any point in time. 
Adapted Six-session HMT Intervention (First Cohort: November 2013-February, 2014) 
 Three senior and 2 assistant group facilitators conducted the six-session 
intervention. An EFT-certified lead therapist, along with an EFT-certified assistant 
therapist who completed an EFT externship (preliminary EFT training) rotated to run the 
groups.  All lead and assistant therapists were trained in the adapted HMT manual, prior 
to beginning the intervention by the Co-PI (Dr. Liu), who is an EFT-certified therapist 
and master EFT trainer. During each session, Dr. Liu provided clinical supervision, and 
                                                                               Couples Coping with Cancer        
 
96
sessions were videotaped and checked for fidelity using a fidelity checklist that describes 
the content and process for each of session (See Appendix D for 6-session fidelity 
checklist and Appendix I for March 2014 adapted 5-session fidelity checklist). 
 This adapted HMT group intervention was designed to help partners regain 
responsiveness and accessibility in their relationships by directly addressing obstacles 
(sessions one through three), promoting closeness (session four), and providing couples 
with communication tools to better attend to relationship difficulties (session five: sexual 
and relational issues) exacerbated by the stressor of cancer in a partner (sessions five and 
six). One free copy of the Hold Me Tight (Johnson, 2009) self-help book was provided to 
each couple during the first support group meeting which they were encouraged to read 
and to do homework assignments in between each of the couple support group sessions 
(two-hour group sessions) which are described in detail below. 
Session 1: Introductions & Recognizing the Demon Dialogues 
 
• Introduction to the program by the group facilitator(s).  
• Couples introduce themselves and share what they would like to gain from the 
HMT program. 
• The facilitator(s) introduce key concepts, including everyone’s need for 
connection, attachment positions (pursuer vs. withdrawer), and the negative 
effects of an escalated cycle of interaction.  
• The group watches selected DVD segments and discuss the role he/she each plays 
in the interactional cycle. 
• Couples complete dyadic exercises. 
• Facilitator encourages sharing the impact of the exercises during the group. 
• Facilitator summarizes the session and then presents homework to complete 
before the next session  
 
Session 2: Finding the Raw Spots in the Demon Dialogues 
 
• Facilitator recaps the previous session and leads a discussion of the homework 
experience. 
• Facilitator outlines the concept of underlying feelings, unmet attachment needs, 
attachment behaviors, and internal working models. Facilitator emphasizes the 
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changes in their relationships and behaviors after the diagnosis of cancer. 
Facilitator validates and normalizes these psychological and relational changes. 
• The group members watch the selected DVD segments and then discuss them. 
• Couples complete dyadic exercise. 
• Facilitator encourages sharing the impact of the exercises in the group. 
• Facilitator summarizes the session and presents homework to be completed before 
the next session. 
 
Session 3: Becoming Open and Responsive 
 
• Facilitator recaps the previous session and leads a discussion of the homework 
experience. 
• Facilitator outlines the concept of accessibility, responsiveness, and engagement. 
• The group members watch the selected DVD segments and then discuss them. 
• Couples complete the dyadic exercise. 
• Facilitator encourages sharing about the impact of the exercises in the group. 
• Facilitator summarizes the session and presents homework to be completed before 
the next session. 
 
Session 4: Forgiving Injuries and Trusting Again 
 
• Facilitator recaps the previous session and leads a discussion of the homework 
experience. 
• Facilitator outlines the concept of attachment injuries and its negative effect on 
individual partners and on the couple’s relationship. 
• The group members watch the selected DVD segments and then discuss them. 
• Couples complete the dyadic exercise. 
• Facilitator encourages sharing the impact of the exercises in the group. 
• Facilitator summarizes the session and presents homework to be completed before 
the next session. 
 
Session 5: Tender Touch and Synchrony Sex 
 
• Facilitator recaps the previous session and leads a discussion of the homework 
experience. 
• Facilitator outlines commonly reported sexual issues related to a cancer diagnosis 
and treatment regimens, provides psycho-educational information and normalizes 
the difficulties partners may be facing together. 
• Couples complete the dyadic exercise. 
• Facilitator encourages sharing the impact of the exercises in the group. 
• Facilitator summarizes the session and presents homework to be completed before 
the next session. 
 
 
                                                                               Couples Coping with Cancer        
 
98
Session 6: Caring for Yourself and Your relationship 
 
• Facilitator recaps the previous session and leads a discussion of the homework 
experience. 
• Facilitator summarizes 6 different ways of caring for the relationship  
• The group members watch the selected DVD segments and then discuss them. 
• Couples complete the dyadic exercise. 
• Facilitator encourages sharing the impact of the exercises in the group. 
• Wrapping up and ending the group. 
 
 The HMT intervention was adapted by Drs. Liu and Davey which was first 
approved by Dr. Susan Johnson so it was more relevant for couples coping with cancer.  
For example, in the adapted HMT intervention manual the group facilitator helps couples 
understand how cancer impacts individual and relationship functioning, and couples are 
encouraged to describe their own experiences.  Couples are taught problem-solving skills 
to help them make decisions about their oncology treatments (e.g., diagnosis, surgery, 
chemotherapy, radiation, hormone treatment) and practical assistance, and are 
encouraged to practice these skills with each other in session and at home in between 
sessions (e.g., which treatment regimen will the cancer patient pursue, what additional 
child care and family support needs to be obtained during active treatment).   
Adapted Five-session HMT Intervention (2nd and 3rd cohort of couples) (May –
December, 2014)  
 After completing the first cohort of couples in February of 2014, the adapted 
HMT treatment manual was further revised and reduced to five sessions (see appendix H) 
and the corresponding fidelity checklist (see appendix I) based on feedback from the 
group facilitators and the couple who completed the six sessions and pre-post 
assessments.  The revised version of the adapted HMT manual was approved by the IRB 
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(amendment) along with the revised recruitment materials to reflect these changes (see 
Appendix J for March 2014 IRB approval).   
 The final adapted manual is five sessions (two hours/session every other week, 
over 10 weeks) to make it easier for couples who are often burdened with a tough cancer 
treatment and many medical appointments. The therapists and the research team 
determined that the intervention could be reduced to 5 sessions without losing significant 
content.  The changes that were made and approved by Drexel’s IRB in March of 2014 
include the following: 1) reduction of sessions (from six to five total sessions), 2) the 
corresponding reduction of incentives for each couple from $120.00 to $100.00 (they 
now receive $20 dollars/session for the five sessions), and 3) the reduction of the group 
intervention length from 12 weeks to 10 weeks (five sessions every other week).   
 The content in session one was also reduced, because participants in the first 
cohort took longer than expected to complete the pre-intervention assessments and were 
fatigued before starting the first support group session.  The primary aim of session one is 
now to introduce the group leaders and participants to each other, and orient the couples 
to what the group will entail and building support.  One couple dropped out of the first 
cohort because of discomfort with the videotaping of sessions.  As a result, the team 
decided to not videotape the first session for the subsequent cohorts (in order to allow 
participants to join and become more comfortable in the group), and when videotaping 
the other sessions the camera was focused on the group facilitators and not the 
participants.  In order to maximize comfort among participants, research team members 
present during the intervention were kept at a bare minimum in with the second and third 
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cohorts. Additionally, the role-plays were adapted based on therapists’ feedback so they 
were more realistic. 
 A summary of the five adapted HMT sessions is provided below:  
Session 1: Group Introductions  
• Group member introductions and facilitator introduction  
• Overview of the goals and structure of the HMT group  
• Process and share member’s experiences with cancer—Accessing underlying 
feelings  
• Facilitator outlines the key concepts of HMT and adult attachment   
• Complete the ARE questionnaire and share this with their partners  
• Facilitator encourages couples to share the impact of the exercise with the bigger 
group and how they are coping with the cancer diagnosis and treatment  
• Facilitator summarizes the session and presents the homework 
 
Session 2: Recognizing Demon Dialogues  
• Facilitator checks in with group members and asks how they experienced the first 
class and encourages them to bring up any current or old concerns and 
suggestions regarding how the cancer is affecting their relationship and their lives 
in general  
• Facilitator reviews the first homework exercise with the participants  
• Facilitator outlines the key concepts: Recognizing the Demon Dialogues. Two 
facilitators use example 1 to do a role-play in front of the whole group, and then 
leads the group discussion  
• Couples complete the second in-class exercises  
• Facilitator encourages couples to share the impact of the exercise with the larger 
group and how they are coping with the cancer diagnosis and treatment  
• Facilitator summarizes the second session and describes the second homework 
assignment 
 
Session 3: Finding the Raw Spots & Becoming Open and Responsive  
• Facilitator checks in with group members about their experiences in the second 
class and encourages them to bring up any current or old concerns. Facilitator 
reviews the concept of Demon Dialogues covered in the last class, using the 
concerns/issues group members have brought up  
• Facilitator reviews the homework exercise with the group members  
• Facilitator outlines the key concepts for conversation 2: Finding the Raw Spots. 
Two facilitators use example 2 to do a role-play, and to lead the group discussion  
• Couples complete the second in-class exercise(s)  
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• Facilitator encourages all couples to share the impact of the exercise with the 
bigger group 
• Facilitator summarizes the session and presents homework 
Session 4: Bonding Through Sex and Touch  
• Facilitator checks in with the participants about their experiences in the previous 
class and encourages them to bring up any current or old concerns. Facilitator 
reviews the concept of finding the raw spots, using the concerns/issues group 
members have brought up (10 minutes).  
•  Facilitator reviews the HW exercise with the participants  
• Facilitator outlines the key concepts: Bonding through Sex and Touch. Two 
facilitators use example 4 to do a role-play, and lead the group discussion  
• Couples complete the in-class exercises described below  
•  Facilitator encourages couples to share the impact of the exercise with the larger 
group  
• Facilitator summarizes the session and presents homework  
 
Session 5: Caring for Yourself and Your relationship  
• Facilitator checks in with the participants about their experiences in the previous 
class and encourages them to bring up concerns and suggestions  
•  Facilitator reviews the HW exercise with the participants Facilitator outlines the 
key concepts: Caring for Yourself & Your Relationship  
• Couples complete the in-class exercises described below  
• Facilitator encourages couples to share their experiences and what they have 
learned in the 6 sessions  
• Facilitators lead a group activity for closure: In the large group, couples are asked 
to create a list of wishes for all couples who are fighting and coping with cancer  
Facilitator summarizes the session, provides psycho-education on cancer and 
referrals for other treatment options such as individual, couple, or family therapy 
are made 
 
 The HMT intervention was adapted to help couples develop more emotional 
expressiveness skills and openly share their thoughts and feelings about the cancer 
experience with each other. The overall goal is to facilitate partners’ emotional and social 
support to each other. The impact of cancer on women’s and men’s sexual functioning is 
also discussed during the 5th session of the original 6-session HMT manual (see 
Appendix C) and the 4th session of the revised March, 2014 HMT manual (see Appendix 
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H). Couples are also encouraged to openly discuss any side effects from the cancer 
treatment using the communication and attunement/attachment promoting skills, which 
are taught and practiced throughout the sessions.   
 The two group leaders (2 senior EFT trained therapist and 1 junior EFT-in-
training therapist) facilitate couples experiencing more personal growth while coping 
with cancer. In order to encourage more positive experiences, couples are invited to 
openly share observations of their own personal growth and to discuss changes they 
would like to make using communication and attachment promoting relationship skills 
learned during the HMT sessions.  Group facilitators focus on cancer-related issues, such 
as each partner’s fear that the cancer will come back, and what couples need to address in 
the future (e.g., how the couple will cope with ongoing scans and monitoring after the 
acute cancer care is done, so that both partners feel emotionally supported). 
 Role plays and examples used in HMT were adapted to capture cancer-related 
stressors and experiences.  HMT session content was first adapted (with 1st cohort of 
couples November 2014-February, 2014) so the intervention included a total of 6 (2 
hours/sessions) sessions, instead of the eight sessions in the original intervention.  This 
was done to make it more feasible for couples coping with cancer, because they have 
many medical appointments and are more likely to experience fatigue/nausea, which can 
become barriers to attendance.  If a couple was unable to attend a session (e.g., the cancer 
patient feels nauseous from a chemotherapy treatment), a make-up session was held by 
the group leaders for the couple, prior to the next session, so couples can complete the 
remaining intervention sessions with the rest of their groups. 
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 The research team tried to deliver the intervention in a culturally sensitive way for 
a racially, ethnically, and socioeconomically diverse sample of couples.  First, group 
leaders (assisting therapists) were African American. Prior research suggests that many 
minorities prefer therapists of the same race or ethnicity and tend to have improved 
mental health outcomes when their race and/or ethnicity are matched with clinical 
providers (Cabral et al., 2011). The research team also ensured that group facilitators 
were self-aware, personable, accessible to participants, and maintained a safe 
environment so participants felt comfortable. Additionally to remove some treatment 
barriers, participants were paid $10 each per session ($20 per couple) for a total of $50 
each partner received at the end of the 5 sessions (adapted March, 2014 version of HMT 
manual).  Participants were also provided with tokens to help with transportation or 
parking validation as needed, food and refreshments at each group, and free babysitting 
was provided for participants’ younger children at home.  
Data Collection 
Data collection began on November 23, 2013 and was completed on December 6, 
2014 (13 months).  Data was collected from participating couples at pre-intervention (at 
the beginning of the first of the now 5 intervention sessions) and at post-intervention (at 
the end of the final or now fifth session: week 10).  Some participants struggled with 
understanding the questions included on the self-report measures, so we asked for 
graduate CFT student volunteers to attend the baseline and post-test assessments to read 
aloud questions in order to reduce barriers to literacy. The following self-report 
assessments were collected at pre-intervention: 1) demographic survey, 2) Experiences in 
Close Relationship Scale-Short Form (ECR-S), 3) Brief Accessibility, Responsiveness, 
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and Engagement (BARE) scale, 4) Revised Dyadic Adjustment Scale (RDAS), 5) Beck 
Depression Inventory-II (BDI-II), 6) Impact of Events Scale (IES), and 7) Functional 
Assessment of Cancer Therapy: General (FACT-G) (Version 4.0).   
Most measures were completed by both the cancer patient and his/her partner, 
with the exception of the FACT-G.  Only the cancer patient filled out that measure, 
because it asks about how patient quality of life is affected by the cancer diagnosis and 
treatment.  The same measures were filled out by patients and their partners at post-
intervention, except for the demographic survey. Additionally, only at post-intervention 
or week 10, the Hold Me Tight Conversations Rating Scale (HMTCRS) and Couple 
Consumer Satisfaction Questionnaire (CCSQ) were filled out by both the patients and 
their partners.   
During each of the five intervention sessions, two separate coders completed the 
Hold Me Tight Treatment Fidelity Checklist to ensure the intervention was conducted 
with fidelity to the treatment manual.  A member of the researcher team completed an 
attendance record at each session to track couple attendance  (See Appendix F for all 
study measures used in this study).  Four couples volunteered for the first intervention 
group conducted from November of 2013 to February 2014. Three out of the 4 couples 
only completed the first session and the baseline assessments, so only 1 couple completed 
the 6-session intervention and all study measures.  Two of the couples who dropped out, 
expressed an interest in make-up sessions and after three attempts, dropped out because 
of cancer treatment related side effects (e.g., one had the flu and another was too fatigued 
to attend).  A third couple was uncomfortable with the videotaping of sessions and after 
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reaching out to this couple, the wife told the PI (M. Davey) that her husband was not 
interested in coming. 
The one couple in the first cohort who completed the intervention and pre and 
post-test measures reported being very satisfied with the intervention and their 
assessments suggest that the adapted HMT manual was helpful to them. In March of 
2014, the research team and therapists met to revise the HMT manual and fidelity 
checklist based on group facilitators’ feedback and feedback from the one couple who 
completed the full protocol.   
In April 2014, the research team posted additional ads about the support group 
(see Appendix N), reached out regularly to the oncology providers to encourage them to 
recruit couples, attended DUCOM staff team meetings, and met with the IRB to generate 
a list of possible eligible patients whom the social work team contacted about the group. 
The second intervention group began in May of 2014.  Five couples were enrolled in the 
group at baseline, and only one couple dropped out of the group.  A makeup session was 
offered but the couple noted they had a conflict with their work schedules on the 
weekends when the group was run (Saturdays) and dropped out of the group.  
Recruitment for the third group began while the second group was in progress. 
Three couples were recruited and three completed the intervention, however, as noted 
earlier one couple’s data was not used because they revealed they were not a couple and 
thus did not meet study inclusion criteria. 
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Measurements 
Operational Definition of Study Constructs   
In this study the following five major constructs were examined: 1) adult 
attachment, 2) couple attachment, 3) relationship satisfaction 4) depressive symptoms and 
5) impact of cancer.  See Table 1 for a list of constructs, and corresponding measures and 
reporters. 
Adult attachment is a pattern of  “interpersonal actions that are intended to 
increase an individual's sense of security, particularly in times of stress or need” that was 
initially formed in early childhood and has continued effects in adulthood (Ravitz, 
Maunder, Hunter, Sthankiya, & Lancee, 2009, p. 419).  One’s levels of attachment 
anxiety and attachment avoidance characterize attachment style.  Attachment anxiety 
involves “a fear of interpersonal rejection or abandonment, an excessive need for 
approval from others, and distress when one’s partner is unavailable or unresponsive” 
(Wei, Russell, Mallinckrodt, & Vogel, 2007, p. 188).  Attachment avoidance is 
characterized by a “fear of dependence and interpersonal intimacy, an excessive need for 
self-reliance, and reluctance to self-disclose” (Wei, et al., 2007, p. 188).  High levels of 
attachment anxiety, attachment avoidance, or both indicates insecure attachment, while 
low levels of both attachment anxiety and attachment avoidance indicates secure 
attachment. 
Couple attachment is defined as adult attachment behavior in the couple 
relationship based on the attachment bonds between the couple.   Each partner within the 
couple acts as an attachment figure for the other, and the attachment can be categorized 
as secure or insecure.  The level of attachment security within the couple is characterized 
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by partners’ accessibility, responsiveness, and engagement with each other (Sandberg, 
Busby, Johnson, Yoshida, 2012). 
Relationship satisfaction is defined as the level of dyadic adjustment, which is “a 
process, the outcome of which is determined by the degree of: (1) troublesome dyadic 
differences; (2) interpersonal tensions and personal anxiety; (3) dyadic satisfaction; (4) 
dyadic cohesion; and (5) consensus on matters of importance to dyadic functioning” 
(Spanier, 1976, p, 17). 
Depressive symptoms include depressed mood (sadness, emptiness), anhedonia, 
irritability, significant weight changes, appetite changes, sleep changes (insomnia, 
hypersomnia), changes in activity, fatigue or loss of energy, feelings of guilt or 
worthlessness, concentration difficulties or indecisiveness, and suicidal thoughts (DSM-
IV-R, 2000). 
Impact of cancer is defined as cancer patients’ quality of life across physical, 
functional, social, emotional, and cancer treatment satisfaction dimensions (Cella et al., 
1993).  It also includes the subjective stress experienced by cancer patients and their 
partners as a result of the event of the cancer diagnosis, characterized by intrusion (i.e. 
“unbidden thoughts and images, troubled dreams, strong pangs or waves of feelings, and 
repetitive behavior”) and avoidance (i.e. ideational constriction, denial of the meanings 
and consequences of the event, blunted sensation, behavioral inhibition or counterphobic 
activity, and awareness of emotional numbness”) (Horowitz, Wilner, and Alvarez, 1979, 
p. 210). 
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Types of Variables  
 
Table 3.1. Constructs, Measures, and Reporters 
 
General and Program Descriptive Variables 
 
 The general and program descriptive variables include: 1) participants’ 
demographic profile, 2) attendance at intervention sessions, 3) group facilitators’ 
adherence to adapted intervention treatment manual, 4) participants’ understanding of 
Construct Measure Reporter 
General and Program 
Descriptive 
 Patient Partner Coder Facilitator 
Demographic Demographic Couple 
Survey 
X X   
Attendance To be developed    X 
Treatment Fidelity Checklist to be 
developed 
    
 and videotaped   X  
Hold Me Tight Conversations 
Scale 
HLM post-intervention 
scale 
X X   
Consumer Satisfaction CS Measure  X X   
 
Relationship Points of 
Intervention 
     
Adult Attachment  ECR-S X X   
Relationships 
satisfaction/distress 
RDAS (Revised Dyadic 
Adjustment Scale) 
    
Couple Attachment (BARE ) Brief Accessibility, 
Responsiveness, and 
Engagement Scale 
(BARE) 
X X   
      
Adult Outcomes      
Depression BDI-II X 
 
X   
Cancer Specific Stress      
Functional Assessment of 
Cancer Therapy 
FACT-G (Version 4,0) X    
      
Impact of Cancer Impact of Event Scale X X   
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key intervention concepts post-intervention, and 5) participants’ satisfaction with the 
intervention.  The participants’ demographics were assessed using a self-report 
Demographic Questionnaire. The participants’ attendance was recorded using an 
attendance record (see Appendix G).  The group facilitator’s adherence to the adapted 
intervention treatment manual was assessed using the HMT Fidelity Checklist (see 
Appendix I).  Couples’ understanding of key intervention concepts post-intervention was 
assessed using the Hold Me Tight Conversations Scale (HLM) (See Appendix F). The 
participants’ satisfaction with the intervention was assessed using the Consumer 
Satisfaction Measure (CS) (see Appendix F). 
 Demographic Questionnaire. The Demographic Questionnaire is a self-report 
measure developed by the research team to assess cancer patient and his or her 
partner’s/spouse’s demographic profile. The cancer patient and his/her partner or spouse 
each completes this self-report measure only at baseline to assess for race/ethnicity, age, 
current employment status, total number of children, date of cancer diagnosis, stages of 
cancer and treatment status.   
 Attendance Record. This record tracks which couples are present during each 
intervention session.  A couple is counted as present if they both arrive within 30 minutes 
of the beginning of the support group session.  It also records if a couple attended a 
make-up session. 
 Hold Me Tight Treatment Fidelity Checklist. The HMT fidelity checklist 
details the key points to be covered during each of the 5 sessions and will be checked off 
if completed during each intervention session by two separate coders who are familiar 
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with the manual. The fidelity checklist (Appendix I) is then used to provide feedback and 
supervision to the therapists to ensure their adherence to the manual. 
 The original fidelity checklist used for the 6-session version of the adapted HMT 
intervention can be found in Appendix D.  This fidelity is no longer being used since the 
intervention has been further adapted and reduced to 5 sessions. 
 Hold Me Tight Conversations Rating Scale (HMTCRS). The HMTCRS 
includes six Likert-scale questions (1=strongly disagree to 7=strongly agree) which asks 
couples if (after completing the sixth group session of the adapted HMT intervention) 
they understand their negative couple cycles and their role in it, can identify their 
sensitivities in their romantic relationship, can tell their partners’ fears, reach and tell 
their partners’ their needs, can identify key relationship injuries and begin to heal them, 
can talk more openly about their sexual needs, and make specific efforts to take care of 
their relationships. There is no reliability data for this measure, which was developed by 
Susan Johnson and her team. Both the cancer patient and his/her partner completed this 
measure only post-intervention. 
 Couple Consumer Satisfaction Questionnaire (CSQ). The CSQ is a modified 
version of the Consumer Satisfaction measure developed in family intervention studies 
(Forehand et al).  This measure was developed to evaluate participants’ satisfaction with 
the HMT intervention program, the skills taught, the teaching methods, and the 
facilitators, has been used successfully in intervention research. Both the cancer patient 
and his/her partner completed this measure only at post-intervention. 
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Relationship points of Intervention Outcomes 
 These outcome variables included the following relational and individual 
assessments: 1) adult attachment, 2) relationship satisfaction, and 3) couple attachment. 
Adult attachment will be measured using the Experiences in Close Relationships Scale 
(ECR-S) (Wei, Russell, Mallinckrodt, & Vogel, 2007). Relationship satisfaction was 
measured using the Revised Dyadic Adjustment Scale (RDAS) (Busby, Christensen, 
Crane, & Larson, 1995).  Couple attachment was measured using the Brief Accessibility 
and Responsiveness Engagement scale (BARE) (Sandberg, Busby, Johnson, & Yoshida, 
2012).   
 ECR-S. The ECR-S is a 12 item self-report adult attachment style questionnaire 
developed by Wei et al. (2007) that is both reliable and valid. It is a brief version of the 
Experiences in Close Relationships (ECR) scale, originally developed by Brennan, Clark, 
and Shaver (1998). This scale measures maladaptive attachment in adults who are in 
romantic relationships, using the dimensions of attachment anxiety and attachment 
avoidance. Results consist of two scores for the two separate factors; attachment anxiety 
and attachment avoidance. The minimum score for each scale is 7 and the maximum 
score is 42.  Additionally, scores are represented in percentile ranks (developed in Wei et 
al.'s (1998) undergraduate sample) where higher percentiles represent greater difficulty 
with adult attachment. The ECR-S has high internal consistency across the factors of both 
anxiety (.78) and avoidance (.84) (Wei, et al., 2007).  Correlations between the Anxiety 
and Avoidance subscales (r = .19) suggest that anxiety and avoidance are discrete 
dimensions. The construct validity of the ECR-S was substantiated because, in 
accordance with attachment theory, attachment anxiety was positively related to 
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emotional reactivity, as was attachment avoidance with emotional cutoff (Wei et al. 
2007).  Convergent validity was established through correlation analyses with various 
tests (Wei et al. 2007).  Both the cancer patient and his/her partner completed this 
measure at baseline and at post-test. 
 RDAS. The RDAS is a brief, self-report measure that includes 14 items to assess 
relationship adjustment across a Likert scale.  The RDAS has three scales measuring 
consensus, satisfaction, and cohesion. The consensus scale consists of six questions 
assessing the level of agreement or disagreement between intimate partners on topics 
such as religion, affection, decision-making, sex, appropriate behavior, and career. The 
satisfaction scale includes four questions that ask how frequently an intimate partner 
experiences distress in the relationship. An example of a question is: “How often do you 
and your partner quarrel?” Responses range from “All the time” to “Never.” Finally, the 
cohesion scale consists of four items assessing the frequency of shared activities and 
verbal connection.  
The RDAS has established construct, discriminant, and criterion validity with 
both distressed and non-distressed couples (Busby et al., 1995; Crane, Busby, & Larson, 
1991). Busby et al. (1995) reported a correlation coefficient of .97 (p<.01) between the 
DAS and the RDAS. The authors also calculated a high Cronbach’s alpha of .90, 
establishing the internal consistency and reliability of the RDAS. The possible scores for 
the RDAS range from 0 to 69, and higher scores indicate higher levels of relationship 
adjustment. According to Crane (1996), the clinical cut-off for relationship distress is an 
RDAS score that is equal or greater than 45. Specifically, Crane (1996) set up the 
following categories to assess relationship distress: non-distressed >45; moderately 
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distressed 32–45; and severely distressed < 32.  Both the cancer patient and his/her 
partner completed this measure at baseline and at post-intervention. 
 BARE. The Brief Accessibility, Responsiveness and Engagement Scale (BARE) 
(Sandberg, 2012) is a 12-item self-report measure that evaluates attachment behavior and 
bonding in current couple relationships. It focuses on the attachment behaviors of 
accessibility, responsiveness, and engagement within the couple relationship. Both 
classical testing theory and item response theory were used to test the psychometric 
properties of the instrument. The BARE demonstrated appropriate reliability and validity 
while maintaining its brevity and potential usefulness for clinicians and researchers. The 
BARE is predictive of relationship satisfaction and stability, key outcomes that are of 
central concern to both clients and communities because marital disruption, particularly 
in the presence of children, has long-term personal and societal costs (Caldwell, Woolley, 
& Caldwell, 2007). The results suggest that by working to improve a couple’s level of 
attachment, a clinician can also help to foster stability and improve satisfaction. The 
BARE has demonstrated strong construct validity, as well as concurrent validity 
(significantly correlated with established measures such as those on the RELATE 
instrument and avoidant and anxious attachment) (Sandberg, et al., 2012).  Sandberg et 
al. (2012) also found that the BARE has good reliability: Cronbach Alphas ranged from 
.66 to .85 and test-retest scores ranged from .60 to .75. Both the cancer patient and his/her 
partner completed this measure at baseline and at post-test. 
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Adult Outcomes 
 One adult outcome was measured: depressive symptoms in the cancer patient and 
his/her partner.  Depressive symptoms were measured using the BDI-II (Beck, Steer, & 
Brown, 1996). 
 BDI-II. This self-report measure is a 21-question multiple-choice self-report 
inventory (Beck, 1996) which is one of the most widely used instruments for measuring 
the severity of depression. In its current version the questionnaire is designed for 
individuals aged 13 and over, and is composed of items relating to symptoms of 
depression such as hopelessness and irritability, cognitions such as guilt or feelings of 
being punished, as well as physical symptoms such as fatigue, weight loss, and lack of 
interest in sex.  Each answer is scored on a scale value of 0 to 3. The cutoffs used differ 
are: 0–13 = minimal depression, 14–19 =mild depression, 20–28= moderate depression, 
and 29–63:=severe depression. Higher total scores indicate more severe depressive 
symptoms.  The BDI has adequate test-retest reliability, internal consistency, and 
excellent convergent and discriminant validity (Beck, Steer, & Garbin, 1988). The 
coefficient alphas range from .73 to .92 in non-psychiatric populations (Beck et al., 
1988).  Both the cancer patient and his /her partner completed the BDI-II at baseline and 
at post-test. 
Cancer Specific Stress Outcomes 
 These outcomes are related to the impact of cancer on individuals.  The impact of 
cancer was measured using the FACT-G (Version 4.0) (Cella, et al., 1993) and the IES 
(Horowitz, Wilner, & Alvarez, 1979). 
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 FACT-G. The FACT-G is a 33-item measure that assesses the quality of life of 
cancer patients across several dimensions:  1) physical, 2) functional, 3) social, 4) 
emotional well-being, and 5) satisfaction with treatment (Cella, et al., 1993). Patients rate 
each item on a 5-point scale ranging from “not at all” to “very much”. FACT-G was 
originally tested on a 135-subject sample and then validated 630-subject sample; the 
subject were diagnosed with various types of cancer at various stages.  This measure is 
sensitive to stage of cancer (Stages I, II, III, IV, V).   Concurrent validity is supported by 
strong Pearson correlations with the Functional Living Index – Cancer (.79) and the 
patient-completed version of the QL index (0.74). Only the cancer patient completed the 
FACT-G at baseline and at post-test. 
 IES. The IES is a brief self-report measure that includes 15 questions that ask 
about the amount of distress that participant experiences related to a specific 
event.  Developed in 1979 by Horowitz, Wilner, and Alvarez, it is widely used by mental 
health professionals.  It evaluates the impact on individuals following a potentially 
traumatic event (e.g., cancer diagnosis and treatment) based on intrusion and avoidance 
symptoms.  Prior studies indicate that the IES is valuable in examining both trauma and 
less intense forms of stress. It reveals how much a past event is currently bothering an 
individual.  The IES is even capable of detecting the effect of the most severe impact 
events, such as those that can trigger Post Traumatic Stress Disorder (PTSD). Mean 
internal consistency for the intrusion subscale was ɑ=0.86 and mean internal consistency 
for the avoidance subscale is ɑ=0.82 (Sundin & Horowitz, 2002).  The mean correlation 
between subscales is 0.63, indicating the subscale dimensions are distinct from each other 
and demonstrating adequate content validity (Sundin & Horowitz, 2002).  The two 
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subscales have moderate convergent validity, which Sundin and Horowitz (2002) identify 
as an indicator that the IES assesses beyond what is covered by comparable measures. 
The cut-off score is 26; scores above 26 are on the moderate to severe impact range 
(Sterling, 2008).  Both the cancer patient and his/her partner completed this measure at 
baseline and at post-test. 
Data Processing and Analysis 
 Data was entered into SPSS 20 (IBM Corp, 2011) from self-report questionnaires 
collected from a total of 12 couples at pre (baseline: T0) and eight couples at post-
intervention (T1). As noted earlier, one couple who completed the pre and post-test 
intervention (in the third group) were not included in the final data analysis because they 
divulged they were not in a committed relationship and were just friends supporting each 
other through the cancer treatment at the end of the post-intervention (T1) unlike what 
they shared during screening and baseline assessments. Thus a total of 11 couples who 
were eligible completed the pre-test and a total of 7 couples (64%) completed both the 
pre-test and post-test assessments, as well as the HMT couple support group sessions.  
 Given the proposed research is to serve as preliminary pilot data that will guide 
future research, we relaxed the usual criteria for testing statistical significance.  Instead, 
we focused on estimating effect sizes (Cohen’s d; eta-squared) .  First, frequencies were 
calculated for all demographic variables (N=11 eligible couples who completed at 
minimum baseline assessments).  Then a comparison of salient demographic variables for 
those who completed all sessions and assessments (N=7 couples) and those who dropped 
out (n=4 couples) were compared using chi-square and t-test analyses and using the 
Bonferroni correction.  After scales and subscales were created for outcome measures, 
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descriptive statistics were run (scale reliabilities for patient and partner; standard 
deviation, mean for all psychological, relational, and quality of life outcomes).  
 Paired sample t-tests were calculated to compare partner to cancer patients scores 
on the psychological, relational, and quality of life outcomes. Then, a series of repeated 
measure ANOVAs (two within subjects factors (pre and post-test) and no between factors 
(one HMT group) were run to describe pre-post differences for patients compared to 
partners on psychological symptoms of depression (BDI-II), couple attachment (ECR-S; 
BARE), relationship satisfaction (RDAS), and quality of life outcomes (IES; FACT-G). 
Finally, recruitment and retention rates, participants’ reasons for refusal or dropout and 
level of post-intervention participant satisfaction were summarized according to the CS 
and HMT scales and open ended narrative feedback.   
 We do want to note that the targeted sample of between 10-20 couples was 
acceptable for our pilot feasibility study (Diamond, 2014 personal communication), yet 
there was an expected loss of sample size due to dropout of approximately 30%.  Thus, 
we expected a final sample of 10 to 14 couples. Unlike what was anticipated, we have a 
final sample of 7 couples (n=14 participants) who completed both the intervention and 
pre-post intervention measures.  Again, four couples out of 12 recruited dropped out and 
one was ineligible (they were not married or in a relationship but were friends which they 
did not disclose despite the screening and assessments) which we found out after they 
completed the intervention and the assessments so we could not use their data.   
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Potential Threats to Reliability and Validity 
There were potential threats to the reliability and validity in this study.  This 
adapted HMT intervention had not been evaluated before, thus the group facilitators 
never led this adapted version of HMT.  It was possible that for each  cohort (n=3 
cohorts) of the intervention (as they became more familiar with manual and receive 
feedback regarding their performance) the group facilitators became more skilled at 
delivering HMT.  Thus, couples participating in the final and third intervention group 
may have experienced more effective group facilitators compared to those who 
completed the first or second intervention group.  Another threat was the lack of control 
group; without a control group for comparison, time cannot be eliminated as a possible 
confounding variable.  A third threat was the inclusion of couples with partners who have 
types of cancer across multiple stages; given the small size it was not possible to control 
for cancer type and stage in the data analysis. Consequently any differences related to 
cancer type or stage and the outcome variables were not able to be detected.    Finally, the 
non-probability sampling approach coupled with the smaller than anticipated sample size 
means the study results do not have a high level of generalizability. 
Schedule, Obstacles, and Feasibility Issues 
The study was completed on December 6, 2014. DUCOM Radiation Oncology 
funded the study with a 1-year $10,000 budget.  The first  cohort of the intervention was 
completed between November, 2013-February, 2014 (with the original 6-session adapted 
HMT manual) with 1 couple who completed the full protocol (4 couples completed 
baseline assessments and 1 session but dropped out after repeated attempts to do makeup 
sessions). One couple dropped out because the husband was uncomfortable with sessions 
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being videotaped, which was reviewed during the informed consent process.  Two 
couples reported they could not attend the second session because of the ill partner’s 
treatment side effects; they did not make it to the makeup session and unfortunately could 
not continue..  
The second cohort was completed from May 2014 to July 2014; 4 out of 5 
participating couples completed this group; the one couple dropped out because of a 
conflict with their work schedules on Saturdays when the groups were run.  The third 
cohort took place from October 8th, 2014 to December 6, 2014.  Three couples 
participated and completed the pre- and post-intervention measures, however, as noted 
earlier one couple was not included because at the last session they revealed they did not 
meet the inclusion criteria of being in a committed relationship. 
The primary obstacle was the slower than anticipated rate of recruitment.  We had 
only one recruitment site, Drexel’s Cancer Center, where there is no central intake to 
track patients.  Second, although we had providers in DUCOM Radiation Oncology 
assisting with recruitment, they were all very busy managing big patient caseloads, so 
they had less time to focus on recruitment.  Third, there is likely some stigma associated 
with the psychosocial intervention we offered, as patients may consider it equivalent to 
mental healthcare.  There tends to be more stigma about mental healthcare among 
minority populations and among populations with lower SES (e.g., Alvidrez, et al., 2008; 
Golberstein et al, 2008; Gardner, 2006; Masuda et al., 2012).  Since our recruitment site 
serves a significant number of low-income minority patients, it is possible this 
phenomenon occurred during the 13 months of recruitment.   
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In order to address the slower than anticipated rate of recruitment, the research 
team placed ads about the study on the ACS website and DUCOM’s Radiation Oncology 
Department website.  The PI (Davey) reached out to Kimmel Cancer Center, Temple 
Cancer Center, and Lankenau Cancer Center who agreed to leave out the flyers in case 
any patients want to contact the research team. We also contacted the tumor registry at 
Drexel Cancer Center with permission from the IRB, who shared a list of recent patients 
who fit the inclusion criteria so DUCOM staff could approach these patients to determine 
eligibility and interest in the study.   
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CHAPTER 4: RESULTS 
 The results are presented in the following three sections. In the first section, an 
analysis of the completers versus the non-completers was conducted to evaluate if the 
demographic profile of the completers (N=7 couples) was significantly different from 
couples who dropped out after completing the baseline assessments and the first HMT 
session (n=4 couples). Then, the demographic profile for the final total sample of (N=7 
couples; 14 participants) who have complete data (pre-post intervention assessments) is 
summarized.  
 The second section summarizes the following: 1) descriptive statistics (scale 
reliabilities for patients and partners; standard deviation, mean, minimum and maximum 
values for all psychological, relational, and quality of life outcomes), 2) paired sample t-
tests to compare pre to post-tests patient scores on the psychological, relational, and 
quality of life outcomes and also pre to post-tests scores on all outcomes for partners and, 
3) paired sample t- tests to compare patients’ and partners scores on the post-test 
evaluation for consumer satisfaction and Hold Me Tight (note a paired sample t-test 
versus independent t-test was chosen because couple scores are not independent of each 
other; A. Davey, person communication, February, 2015).  
 A repeated measures ANOVA (two within subjects factors (pre and post-test) and 
no between factors (1 HMT group) was run to describe pre-post differences for patients 
compared to partners on psychological symptoms of depression (BDI-II), couple 
attachment (ECR-S; BARE), relationship satisfaction (RDAS), and quality of life 
outcomes (IES; FACT-G).  Finally, we summarize participants’ narrative feedback on the 
Hold Me Tight and on the Consumer Satisfaction post-test measures describing their 
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feedback on the content, group facilitators and timing of the intervention. (N=7 couples 
who completed all 5 sessions, pre and post-test). 
Analysis of Missing Data (Completers vs. Non-completers) 
Out of the 11 couples who were eligible a total of 7 couples completed all HMT 
sessions as well as the pre-post intervention assessments; four couples did not complete 
the post-test survey but did complete the demographic part of the survey and the first 
HMT session. Completer and non-completer data analyses were first conducted to 
examine if participants who completed the entire study (n=7 couples; 14 participants) 
were significantly different from the couples who dropped out at after the first session, 
but who completed the demographic survey (n=4 couples; 8 participants). The analyses 
included a series of 12 Chi-square (χ2) tests comparing the categorical variables of 
interest for the completers (n=7 couples) versus the non-completers (n=4 couples) on 12 
demographic variables (see Table 4.1) and t-tests to examine the differences for 9 
continuous demographic variables for the completer couples and non-completer couples 
(see table 4.2). Bonferroni adjustment was used to correct for the multiple independent t-
tests and χ2 tests.  A total of 21 comparisons were conducted, setting the significant p 
level at.002 (.05 divided by the 21 tests).    
The Chi-square tests suggest the completers and non-completers were not 
significantly different on the 12 examined demographic variables (see table 4.2). Results 
for the following categorical demographic variables were examined in the chi-square 
tests: 1) gender, 2) race; 3) ethnicity, 4) married before, 5) education, 6) cohabitation if 
unmarried, 7) yearly income, 8) spiritual/religious affiliation or preference, 9) type of 
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cancer, 10) cancer stage, 11) recurrence or first-time diagnosis, and 12) type of cancer 
treatment.  
 
 
Table 4.1. Chi-square results of completers vs. non-completers for categorical 
demographic variables 
 
Variable 
Patient Participants Partner Participants 
χ2 df P χ2 df p 
 N=11 N=11 
Gender 1.637 1 .201 1.637 1 .201 
 N=11 N=11 
Race/ 
Ethnicity 
2.357 2 .308 
5.522 5 .356 
 N=11 N=11 
Married 
Before 
1.925 1 .165 1.925 1 .165 
 N=11 N=11 
Education 5.958 5 .310 2.717 4 .606 
 N=3 N=3 
Cohabitation 
if Unmarried 
3.000 1 .083 3.000 1 .083 
 N=11 N=11 
Yearly 
Income 
1.493 4 .828 3.077 3 .380 
  N=11  N=11 
Religious/ 
Spiritual 
affiliation or 
preference 
4.827 4 .306 3.077 4 .545 
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 N=11  
Type of 
Cancer 
3.654 5 .600 
   
 N=11  
Cancer Stage 5.238 4 .264    
 N=11  
Recurrence 
of Cancer or 
First-time 
Diagnosis 
.016 1 .898 
  . 
 N=11  
Type of 
Cancer 
Treatment 
3.654 4 .455 
  . 
Status of 
Illness 
   
   
**Note: Bonferroni adjustment was used to correct for the multiple t-tests and Chi-square 
tests. A total of 12 comparisons were conducted, setting the significant p level at.002 (.05 
divided by 21 tests). 
 
 
Independent sample t-tests comparing the nine continuous demographic variables 
of the completers and non-completers also suggest there are no significant differences 
between the two groups (see Table 4.3). The variables compared for both patients and 
partners included: 1) age, 2) number of years married, 3) number of years in 
religious/spiritual affiliation or preference, 4) present number of family member’s living 
at home, and 5) total number of children in the family. These results suggest that couples 
in the final sample (7 couples) were representative of the couples in the recruited sample 
of 11 couples 
                                                                               Couples Coping with Cancer        
 
125
 
 Table 4.2. Independent sample t-tests for completers versus non-completers  
Variable t  df  M  sig  
Cancer patient's age .569 9 4.17857 .58 
Partner's age .762 9 4.50000 .47 
Number of years 
married 
-.207 9 -1.97321 
.84 
Cancer patient's 
number of years in 
religious/spiritual 
affiliation/preference 
    -.660 9 -7.57143 
 
.53 
Partner's number of 
years in religious/ 
spiritual 
affiliation/preference 
-1.707 7 -19.350 
 
.13 
Cancer Patient’s 
present number 
family members 
living at home 
.448 9 .393 
 
.67 
Partner’s present 
number family 
members living at 
home 
.276 9 .250 
 
.79 
Cancer Patient’s 
Total number of 
children in the family 
.918 3.093 4.214 
 
.42 
Partner’s Total 
number of children in 
the family 
.859 3.053 3.929 
 
.45 
**Note: Bonferroni adjustment was used to correct for the multiple t-tests and Chi-square 
tests. A total of 12 comparisons were conducted, setting the significant p level at.002 (.05 
divided by 21 tests). 
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Demographic Characteristics of Completers 
The final sample of completers in this study included seven couples (N=14 
participants). Twelve couples were enrolled in the study and completed the pre-
intervention measures; eight couples completed the intervention and the post-intervention 
measures. Out of the eight couples who completed the post-intervention measures, one 
couple was not included in the final data analysis because during the last session they 
disclosed they were not a couple and did not meet study inclusion criteria of being in a 
committed relationship. In this section the demographic characteristics of the final sample 
of 7 couples are described and summarized in Table 4.4 
Cancer patients’ ages ranged from 27 to 63 years with a mean age of 48.6; their 
partners’ ages ranged from 31 to 64 years with a mean age of 49.0.  Only one of the 
couples who completed the study was under 40.  All couples in the sample were 
heterosexual and all but one cancer patient participant was female (n=6); most partner 
participants were male (n=6).   This sample was primarily African American (85.7%); six 
couples identified as African American, and in the non-African American couple, one 
partner identified as Caucasian and the other as Asian.  
Most couples were married (71.4%; n=5), one was engaged to be married and the 
other was in a committed relationship; the number of years married ranged from 0.33 to 
41 years.  Education levels of participants differed between cancer patients and partners. 
Among cancer patients, 55.2% (n=4) had an education level of a Bachelor’s degree or 
higher, and among partners only 28.6% (n=2) had an education of a Bachelor’s degree or 
higher.  Most cancer patients (57.1%; n=4) reported incomes of $40,000 or less, and 
42.9% (n=3) of partners reported similar incomes.  The differences between patients and 
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partners can be explained by the inclusion of two unmarried (one was engaged and one 
was in a committed relationship) partners who reported different yearly incomes.  Overall 
the sample included low to middle income couples.  The sample religiously identified 
primarily as Baptist (71.4%; n=5) of patients and 57.1% (n=4) of partners. The number of 
family members living at home ranged from one to 5 members; the number of children 
among couples ranged from 0 to 4.  The mean number of children was 2.29 for patients 
and 2.57 for their partners. 
Among cancer patients, breast cancer was the most common type (n=3; 42.9 %).  
Other types of cancer included lung (n=1), stomach (n=1), prostate (n=1), and 
gynecological (n=1).  Most patients (n=3; 42.9%) had stage 1 cancer, one participant had 
stage 2, one had stage 3, one stage 3a, and another was unsure of their cancer stage.  Most 
cancer patients’ cancer diagnoses was a first experience with cancer (71.4%; n=5); 2 
(28.6%) of patients were experiencing a cancer recurrence at the time of the study. All 
cancer patients (n=7) were in treatment at the time of the pre-intervention measures. The 
types of treatment received included: 1) a combination of chemotherapy and radiation 
treatment, 2) chemotherapy only, 3) surgery only, or 4) a combination of surgery and 
chemotherapy.  Chemotherapy only was the most common type of treatment received by 
the patients (n=3; 42.9%). 
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Table 4.3. Demographic Characteristics of Couples who Completed Study (Cancer 
Patients and Partners) (N=7 couples; 14 participants).  
Variable Sampling N Valid % Cumulative % 
Cancer Patient’s Age  
27 1 14.3 14.3 
43 1 14.3 28.6 
47 1 14.3 42.9 
52 1 14.3 57.1 
54 2 28.6 85.7 
63 1 14.3 100.0 
Partner’s Age  
31 1 14.3 14.3 
42 2 28.6 42.9 
54 2 28.6 71.4 
56 1 14.3 85.7 
64 1 14.3 100.0 
Cancer Patient’s Gender  
Female 6 85.7 85.7 
Male 1 14.3 100.0 
Partner’s Gender  
Female 1 14.3 14.3 
Male 6 85.7 100.0 
Cancer Patient’s Ethnicity     
African American 6 85.7 85.7 
Asian 1 14.3 100.0 
Partner’s Ethnicity    
Caucasian 1 14.3 14.3 
African American 6 85.7 100.0 
Number of Years Married  
0 2 28.6 28.6 
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Table 4.3 continued 
0.33 1 14.3 42.9 
11 1 14.3 57.1 
24 1 14.3 71.4 
25 1 14.3 85.7 
41 1 14.3 100.0 
Cancer Patient Married 
Before? 
 
No 7 100.0 100.0 
Partner Married Before?    
No 7 100.0 100.0 
Cancer Patient Education 
Level 
 
High school 2 28.6 28.6 
Technical 1 14.3 42.9 
Bachelor’s 3 42.9 85.7 
Graduate and professional 1 14.3 100.0 
Partner’s Education Level  
High school 2 28.6 28.6 
Technical 3 42.9 71.4 
Bachelor’s 1 14.3 85.7 
Graduate and professional 1 14.3 100.0 
Couple Relationship  4 3.6% 34.5% 
Dating 2 28.6 28.6 
Married 5 71.4 100 
Cancer Patient’s Yearly 
Family Income 
 
$0-$20,000 3 42.9 42.9 
$20,001-$40,000 1 14.3 57.1 
$40,001-$60,000 1 14.3 71.4 
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Table 4.3 continued 
$60,001-$80,000 1 14.3 85.7 
$80,001-$100,000 1 14.3 100.0 
Partner’s Yearly Family 
Income 
 
$0-$20,000 1 14.3 14.3 
$20,001-$40,000 2 28.6 42.9 
$40,001-$60,000 3 42.9 85.7 
$80,001-$100,000 1 14.3 100.0 
Patient's religious/spiritual 
affiliation or preference 
   
Baptist 5 71.4 71.4 
Christian 1 14.3 85.7 
Episcopalian 1 14.3 100.0 
Partner's religious/spiritual 
affiliation or preference 
 
Baptist 4 57.1 57.1 
Christian 1 14.3 71.4 
Agnostic 1 14.3 85.7 
Episcopalian 1 14.3 100.0 
Patient's number of years 
in religious/spiritual 
affiliation/preference 
 
21 1 14.3 14.3 
43 1 14.3 28.6 
47 2 28.6 57.1 
54 2 28.6 85.7 
60 1 14.3 100.0 
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Table 4.3 continued 
 
 
Partner’s number of years 
in religious/spiritual 
affiliation/preference 
 
 
 
 
28 1 20.0 20.0 
42 2 40.0 60.0 
56 1 20.0 80.0 
60 1 20.0 100.0 
Missing 2 28.6  
Present number of family 
members in patient’s home 
 
1 1 14.3 14.3 
2 2 28.6 42.9 
3 2 28.6 71.4 
4 1 14.3 85.7 
5 1 14.3 100.0 
Present number of family 
members in partner’s home 
 
1 1 14.3 14.3 
2 2 28.6 42.9 
3 1 14.3 57.1 
4 2 28.6 85.7 
5 1 14.3 100.0 
Total number of patient’s 
children 
 
0 1 14.3 14.3 
1 1 14.3 28.6 
2 2 28.6 57.1 
                                                                               Couples Coping with Cancer        
 
132
Table 4.3 continued 
3 1 14.3 71.4 
4 2 28.6 100.0 
Total number of partner’s 
children 
 
1 1 14.3 14.3 
2 3 42.9 57.1 
3 1 14.3 71.4 
4 2 28.6 100.0 
Cancer Type    
Breast cancer 3 42.9 42.9 
Lung 1 14.3 57.1 
Prostate 1 14.3 71.4 
Gynecological 1 14.3 85.7 
Stomach 1 14.3 100.0 
Months Since Diagnosis 
Date of Cancer Diagnosis 
   
68  1 14.3 14.3 
15 1 14.3 28.6 
8 1 14.3 42.9 
6 1 14.3 57.1 
3 1 14.3 71.4 
4 2 28.6 100.0 
Cancer Stage  
Stage 1 3 42.9 42.9 
Stage 2 1 14.3 57.1 
Stage 3 1 14.3 71.4 
Stage 3a 1 14.3 85.7 
Unsure 1 14.3 100.0 
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Table 4.3 continued 
Recurrence or first-time 
diagnosis of cancer? 
 
First time 5 71.4 71.4 
Recurrence 2 28.6 100.0 
Type of cancer treatment 
received thus far 
 
Chemotherapy and radiation 1 14.3 14.3 
Chemotherapy only 3 42.9 57.1 
Surgery only 2 28.6 85.7 
Surgery and chemotherapy 1 14.3 100.0 
Current status of cancer    
In treatment 7 100.0 100.0 
 
Descriptive Statistics  
 Scales and subscales were created for the eight self-report measures (BDI-II, 
ECR-S, BARE, RDAS, IES, FACT-G, HMTCRS, and CSQ). Scales and subscales were 
created for the 14 participants (n=7 couples) who responded to at least 50% of the 
questions on each questionnaire.  Means were used to replace missing values for 
participants who were missing less than 50% of the responses on any of the 
questionnaires; there was little missing data (n=2 or 3 participants were missing some 
values). Means, standard deviations, minimums, and maximums were calculated for the 
outcome variables (see Table 4.4 for descriptive statistics). Internal reliability (Chronbach 
alpha) was then evaluated for all subscales and total scales.  
 The mean and standard deviation for the pre-intervention patient BARE total 
score were M=45.7 and SD=12.31. Chronbach alpha for the total score was 0.91. 
Additional BARE descriptive characteristics were calculated for the pre-intervention 
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partner total (M=51.14, SD=12.31, alpha=.91), the post-intervention patient total 
(M=51.14, SD=7.43, alpha=.81), and the post-intervention partner total (M=49.86, 
SD=6.39, alpha=.82). Thus, the BARE reliability for this sample was comparable to the 
original measure and in an acceptable range. 
 The ECRS is broken down into two subscales: anxiety and avoidance. Descriptive 
statistics were calculated for the pre-intervention (M=16.57, SD=5.94, alpha=.61) and 
post-intervention patient avoidance subscale (M=13.86, SD=4.71, alpha=.49), the pre-
intervention (M=25.14, SD=11.27, alpha=.88) and post-intervention patient anxiety 
subscale (M=22.43, SD=7.61, alpha=.55), the pre-intervention (M=14.57 SD=5.32, 
alpha=.40) and post-intervention partner avoidance subscale (M=11.43, SD=3.31, 
alpha=.16), and the pre-intervention (M=21.43, SD=7.91, alpha=.58) and post-
intervention partner anxiety subscale (M=20.43 SD=7.46, alpha=.73). Most reliabilities 
were in acceptable ranges, except the pre-intervention and post-intervention avoidance 
subscales were very low and not in an acceptable range for this sample. 
The RDAS descriptive statistics were analyzed for the patients at pre-intervention: 
consensus subscale (M=22.15, SD=3.98, alpha=.60), satisfaction subscale (M=14.71, 
SD=3.45, alpha=.49, cohesion subscale (M=11.14, SD=4.78, alpha=.63), and total scale 
(M=48.00, SD=9.56, alpha=.75). The RDAS patient post-intervention descriptive 
statistics included: the consensus subscale (M=23.00, SD=4.97, alpha=.80), satisfaction 
subscale (M= 14.14, SD= 2.67, alpha=.46), cohesion subscale (M=13.43, SD=3.36, 
alpha=.67), and total scale (M=51.57, SD=9.83, alpha=.87).   The RDAS partner pre-
intervention descriptive statistics include: consensus subscale (M=20.57, SD=4.43, 
alpha=.62), satisfaction subscale (M=15.43, SD=.98, alpha=.-1.53 (Note this subscale 
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was checked several times for coding in the right direction and because of the small 
sample size had a negative reliability and could not be evaluated in this study; A. Davey, 
personal communication, March, 2015), cohesion subscale (M= 15.43, SD= .98, 
alpha=.60), and total scale (M=48.14, SD=7.60, alpha=.72). Finally, the RDAS partner 
post-intervention descriptive statistics included the consensus subscale (M=23.57, 
SD=3.21, alpha=.50), satisfaction subscale (M=16.29, SD=1.11, alpha= -.82 (Note again 
this subscale was checked several times for coding in the right direction and likely 
because of the small sample size had a negative reliability and could not be evaluated in 
this study ;A. Davey, personal communication, March, 2015), cohesion subscale (M= 
13.86, SD= 3.98, alpha=.82), and total scale (M= 53.71, SD= 7.11, alpha=.78). Overall, 
most subscales were in moderate to acceptable ranges and the total RDAS scores for 
patients and partners had good reliability for this sample.  
The BDI-II was administered to patients at pre-intervention (M= 20.43, SD= 
10.55, alpha=.69) and post-intervention (M= 8.43, SD= 9.78, alpha=.75). Descriptive 
analyses were also calculated for the BDI-II for the partners at both pre-intervention (M= 
9.57, SD= 864, alpha=.85) and post-intervention (M= 8.43 SD= 9.78, alpha=.75). The 
reliability for the BDI-II was in an acceptable range for this sample. 
Descriptive statistics for the FACT-G were calculated for the patients only (only 
patients completed the FACT-G at baseline and post-treatment).  For the pre-intervention 
time point this includes the FAC-G physical subscale (M= 13.00 SD= 7.09, alpha=.83), 
social subscale (M= 19.00, SD= 4.80, alpha=.70), emotional subscale (M= 10.14 SD= 
2.85, alpha=.76), and functional subscale (M= 16.29 SD= 7.76, alpha=.87), and the total 
FACT-G score (M= 8.43 SD= 9.78, alpha=.75). For the post-intervention time point, the 
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analyses also included the FACT-G physical subscale (M= 16.57, SD= 4.72, alpha=.66), 
social subscale (M= 21.43, SD= 4.43, alpha=.61), emotional subscale (M= 8.43 SD= 
2.88, alpha=.61), functional subscale (M= 16.71, SD= 6.58, alpha=.87), and the total 
FACT-G score (M= 8.43 SD= 9.78, alpha=.75). The reliability for the FACT-G was in an 
acceptable range for this sample. 
The IES descriptive statistics included the patient pre-intervention intrusion 
subscale, (M= 22.86, SD= 8.19, alpha=.81) avoidance subscale (M=22.71, SD=10.36, 
alpha=.77), and scale total (M= 45.57 SD= 16.53, alpha=.85); and the patient post-
intervention intrusion subscale (M= 12.86, SD=10.27, alpha=.86), avoidance subscale 
(M=19.00, SD=12.85, alpha=.93), and scale total (M= 31.86, SD= 22.33, alpha=.95). 
They also included partner pre-intervention intrusion subscale, (M=16.71, SD=12.94, 
alpha=.92) avoidance subscale (M=15.86, SD=15.12, alpha=.94), and scale total (M= 
32.57, SD= 27.97, alpha=.43); and post-intervention intrusion subscale, (M=13.86, 
SD=10.17, alpha=.90) avoidance subscale (M= 14.00, SD=12.66, alpha=.92), and scale 
total (M= 27.86 SD= 21.95, alpha=.95). Overall reliabilities for the IES total and two 
subscales were in acceptable ranges for this sample.   
 The Consumer Satisfaction measure included the patient post-intervention 
(M=105.67 SD=6.47, alpha=.83), and partner post-intervention consumer satisfaction 
(M=103.80 SD=8.23, alpha=.85), suggesting it was in an acceptable range for this 
sample.  The Hold Me Tight Conversation Scale included the patient post-intervention 
(M=6.14 SD=.74 alpha=.53) and partner post-intervention measures (M=5.76 SD=.54, 
alpha=-.20), suggesting it was not in an acceptable range for this sample.  The negative 
reliability was checked several times to be sure it was coded in the right directly and 
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likely it was because of the small sample size (A. Davey, personal communication, 
March, 2015). Note that according to the reliability output, if item#1 of the Hold Me 
Tight conversation scale was deleted the reliability would have been positive and closer 
to acceptable range, however, to preserve the original scale all items were included in this 
study.  Dr. Susan Johnson was contacted regarding reporting reliability for this particular 
HMT conversation scale that she has used in her large HMT study in Tennessee, but did 
not reply to our inquiry. 
 
Table 4.4. Descriptive Statistics for Outcome Variables. 
 Minimum Maximum Mean Std. 
Deviation 
Alpha (α) Original 
Alpha (α) 
BARE 
Pre-intervention 
Patient Scale Total 
31.00 60.00 45.57 12.31 .91 .66 -.75 
Pre-intervention 
Partner Scale Total 
44.00 60.00 51.14 5.70 .65 .66 -.75 
Post-intervention 
Partner Scale Total 
42.00 58.00 49.86 6.39 .82 .66 -.75 
Post-intervention 
Patient Scale Total 
37.00 58.00 51.14 7.43 .81 .66 -.75 
ECRS 
Pre-intervention 
Patient Anxiety 
Subscale 
      11.00 39.00 25.14 11.27 
.88          .93 
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Table 4.4 continued 
 
 
Pre-intervention 
Patient Avoidance 
Subscale 
 
6.00 
 
24.00 
 
16.57 
 
5.94 
 
.61 
       
   .93 
Pre-intervention 
Partner Anxiety 
Subscale 
10.00 34.00 21.43 7.91 
.58       .95 
Pre-intervention 
Partner Avoidance 
Subscale 
10.00 25.00 14.57 5.32 
.40       .95 
Post-intervention 
Patient Anxiety 
Subscale 
13.00 34.00 22.43 7.61 
.55       .93 
Post-intervention 
Patient Avoidance 
Subscale 
7.00 19.00 13.86 4.71 
.49       .93 
Post-intervention 
Partner Anxiety 
Subscale 
11.00 29.00 20.43 7.46 
.73       .95 
Post-intervention 
Partner Avoidance 
Subscale 
8.00 17.00 11.43 3.31 
.16       .95 
RDAS 
Pre-intervention 
Patient Consensus 
Subscale 
18.00 29.00 
22.14
29 
3.97612 
.60 .75-.90 
Pre-intervention 
Patient 
Satisfaction 
Subscale 
9.00 20.00 14.71 3.45 .48 .75-.90 
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Table 4.4. continued 
Pre-intervention 
Patient Cohesion 
Subscale 
6.00 18.00 11.14 4.78 .63 .75-.90 
Pre-intervention 
Patient Scale Total 
34.00 58.00 48.00 9.56 
.75       .90 
Pre-intervention 
Partner Consensus 
Subscale 
14.00 27.00 20.57 4.43 .62 .75-.90 
Pre-intervention 
Partner 
Satisfaction 
Subscale 
14.00 17.00 15.43 .98 -1.53 .75-.90 
Pre-intervention 
Partner Cohesion 
Subscale 
14.00 17.00 15.43 .98 .60 .75-.90 
Pre-intervention 
Partner Scale Total 
36.00 57.00 48.14 7.60 .72 .90 
Post-intervention 
Patient Consensus 
Subscale 
17.00 30.00 23.00 4.97 .80 .75-.90 
Post-intervention 
Patient 
Satisfaction 
Subscale 
11.00 18.00 15.14 2.67 .46 .75-.90 
Post-intervention 
Patient Cohesion 
Subscale 
8.00 17.00 13.43 3.36 .64 .75-.90 
Post-intervention 
Patient Scale Total 
37.00 65.00 51.57 9.83 0.87       .90 
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Table 4.4 continued 
Post-intervention 
Partner Consensus 
Subscale 
19.00 28.00 23.57 3.21 0.50 .75-.90
Post-intervention 
Partner 
Satisfaction 
Subscale 
15.00 18.00 16.29 1.11 -0.82 .75-.90
Post-intervention 
Partner Cohesion 
Subscale 
5.00 16.00 13.86 3.98 0.82 .75-.90
Post-intervention 
Partner Scale Total 
39.00 60.00 53.71 7.11 0.78 .90 
BDI-II 
Pre-intervention 
Patient Scale Total 
12.00 41.00 20.43 10.55 0.69 .81 
Pre-intervention 
Partner Scale Total 
2.00 28.00 9.57 8.64 0.85 .81 
Post-intervention 
Partner Scale Total 
.00 29.00 8.43 9.78 0.75 .81 
Post-intervention 
Patient Scale Total 
7.00 21.00 13.86 5.67 .93 .81 
FACT-G 
Pre-intervention 
Patient Physical 
Subscale 
7.00 23.00 13.00 7.09 .83 .75 
Pre-intervention 
Patient Social 
Subscale 
12.00 25.00 19.00 4.80 .70 .75 
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Table 4.4 continued 
 
Pre-intervention 
Patient Emotional 
Subscale 
 
7.00 
 
14.00 
 
10.14 
 
2.85 
 
.76 
 
.75 
Pre-intervention 
Patient Functional 
Subscale 
8.00 25.00 16.29 7.76 .87 .75 
Pre-intervention 
Patient Total 
6.48 13.33 9.69 2.52 
.86 .90 
Post-intervention 
Patient Physical 
Subscale 
7.00 22.00 16.57 4.72 .66 .75 
Post-intervention 
Patient Social 
Subscale 
16.00 28.00 21.43 4.43 .61 .75 
Post-intervention 
Patient Emotional 
Subscale 
5.00 13.00 8.43 2.88 .61 .75 
Post-intervention 
Patient Functional 
Subscale 
8.00 26.00 16.71 6.58 .87 .75 
Post-intervention 
Patient Total 
2.29 4.00 3.06 .631 
.79 .90 
Impact of Event Scale 
Pre-Intervention 
Patient Intrusion 
Subscale 
10.00 35.00 22.86 8.19 
 
.81 
 
.86 
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Table 4.4 continued 
 
 
Pre-Intervention 
Patient Avoidance 
Subscale 
 
 
3.00 
 
 
34.00 
 
 
22.71 
 
 
10.36 
 
 
.77 
 
 
.90 
Pre-Intervention 
Patient Scale Total 
13.00 61.00 45.57 16.53 .85 .80 
Pre-Intervention 
Partner Intrusion 
Subscale 
1.00 31.00 16.71 12.94 
 
.92 
 
.86 
Pre-Intervention 
Partner Avoidance 
Subscale 
.00 34.00 15.86 15.12 
 
.94 
 
.90 
Pre-Intervention 
Partner Scale Total 
2.00 65.00 32.57 27.97 .43 .80 
Post-Intervention 
Patient Intrusion 
Subscale 
3.00 31.00 12.86 10.27 
 
.86 
 
.86 
Post-Intervention 
Patient Avoidance 
Subscale 
.00 38.00 19.00 12.85 
 
.93 
 
.90 
Post-Intervention 
Patient Scale Total 
3.00 69.00 31.86 22.33 .95 .80 
Post-Intervention 
Partner Intrusion 
Subscale 
.00 27.00 13.86 10.17 
 
.90 
 
.86 
Post-Intervention 
Partner Avoidance 
Subscale 
.00 32.00 14.00 12.66 
 
.92 
 
.90 
Post-Intervention 
Partner Scale Total 
.00 59.00 27.86 21.95 .95 .80 
Hold Me Tight Conversation Rating Scale 
Post-Intervention 
Patient Scale Total 
5.00 7.00 6.14 .74 .53  
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Table 4.4 continued 
Post-Intervention 
Partner Scale Total 
4.83 6.33 5.76 .54 -.20  
Consumer Satisfaction Questionnaire 
Post-Intervention 
Patient Scale Total 
94.00 111.00 105.67 6.47 .83 .75 
Post-Intervention 
Partner Scale Total 
91.00 113.00 103.80 8.23 .85 .75 
 
  Comparison of Patients’ Baseline and Post-Test Scores 
 In order to evaluate whether the patients’ and partners’ outcomes changed over 
time (pre-intervention compared to post-intervention), a series of paired sample t-tests 
were conducted to compare patients’ scores at baseline and what they reported at post-
test and then comparing partners’ scores at baseline and what they reported at post-test. 
The difference scores for all outcome measures were normally distributed, as assessed by 
Shapiro-Wilk's test (p >.05). A few outliers were detected that were more than 1.5 box-
lengths from the edge of the box in a boxplot. One on the patient RDAS total differences 
scores, and one was on the Pre- versus Post-Intervention CSQ total difference scores.  
The other outliers were on the IES subscales: one on the Patient IES Avoidance subscale, 
two on the Partner IES intrusion subscale, and one on the Partner IES Avoidance 
subscale. Thus, the paired sample t-tests were conducted both with and without the 
identified outliers; these results are reported in the paired sample t-test tables (see table 
4.5).  
 Table 4.5 summarizes the paired sample t-tests conducted on patients’ pre-
intervention and post-intervention outcome measures. There was significant change on 
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the patients’ IES Intrusion Subscale scores from pre-intervention to post-intervention: 
M= 10.00, 95% CI [2.52, 17.48], t (6) = 3.27, p =.02. Additionally, the mean change in 
scores across all outcome measures suggests that on average patients reported 
improvement in all outcome measures, but not always significantly better improvement. 
Noteworthy, patients on average reported an improvement of 13 points on the Impact of 
Event Scale, and a decrease of 6 points on the BDI-II.   
 
Table 4.5. Paired Samples T-Test Results for Patients (N=7).  
 Mean 
Difference 
T Df Sig. (2-
tailed) 
BARE Total  -5.57 -1.79 6 .12 
ECRS Anxiety 
Subscale 
2.71 .69 6 .52 
ECRS Avoidance 
Subscale 
2.71 1.01 6 .35 
RDAS Consensus 
Subscale 
-.86 -.66 6 .53 
RDAS Satisfaction 
Subscale 
-.43 -.40 6 .70 
RDAS Cohesion 
Subscale 
-2.29 -1.57 6 .17 
RDAS Total -3.57 -1.87 6 .11 
RDAS Total 
without outlier 
 
-2.17 
-1.41 5 .22 
BDI-II Total 
 
5.42 
-1.68 6 .14 
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Table 4.5 continued 
 
FACT-G Physical 
Subscale 
 
.510 
 
1.672 
 
6 
 
.15 
FACT-G Social 
Subscale 
-.35 
-1.393 6 .21 
FACT-G 
Emotional 
Subscale 
-.62 
-1.610 6 .16 
FACT-G 
Functional 
Subscale 
-0.06 -.20 6 .85 
FACT-G Total -.5.17 -..626 6 .56 
IES Intrusion 10.00 3.27 6 *.02 
IES Avoidance 3.71 .82 6 .44 
IES Avoidance 
without outlier 
7.33 
2.28 5 .07 
IES Total 13.71 1.905 6 .11 
*p<.05; **p<.01 
 
The partners’ pre-intervention and post-intervention changes in outcome measure 
scores were also analyzed using paired sample t-tests. The results are reported in Table 
4.6 below.  The only initial significant paired sample t-test finding was for the RDAS 
partner total scale from pre-intervention to post-intervention.  Partners at post-
intervention had a significant increase or improvement in their total RDAS score 
compared to pre-intervention, M= -5.57143, 95% CI [-10.46, -.68], t(6) = -2.79, p =.03. 
This suggests that on average satisfaction with their relationship significantly improved 
after completing the HMT intervention. Although other measures did not significantly 
improve over time, like patients all scores improved over time with the IES score 
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improving by 4.7 points.  When outliers were removed, the partners’ IES Intrusion 
subscale scores were also significant from pre-intervention to post-intervention: M= 3.00, 
95% CI [1.03, 4.96], t (4) = 4.24, p =.01.  
 
Table 4.6. Paired Samples T-Test Results for Partners (N=7). 
 
 
Mean 
Difference 
T Df Sig. (2-
tailed) 
BARE Total  1.29 .51 6 .63 
ECRS Anxiety 
Subscale 
1.00 .28 6 .79 
ECRS Avoidance 
Subscale 
3.14 1.20 6 .27 
RDAS Consensus 
Subscale 
-3.00 -2.20 6 .07 
RDAS Satisfaction 
Subscale 
-.86 -2.12 6 .08 
RDAS Cohesion 
Subscale 
1.57 1.08 6 .32 
RDAS Total -5.57 -2.79 6 *.03 
BDI-II Total 1.14 1.22 6 .27 
IES Intrusion 2.86 1.67 6 .15 
IES Intrusion 
without outliers 
3.00 
4.24 4 *.01 
IES Avoidance 1.86 .97 6 .37 
IES Avoidance 
without outlier 
.17 
.16 5 .88 
IES Total 4.71 1.51 6 .18 
*p<.05; **p<.01 
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Comparison of Patients’ and Partners’ Post-Intervention Satisfaction 
 Paired sample t-tests were also conducted to examine the associations between 
patients’ and partners’ post-intervention-only satisfaction measures (HMTCRS and the 
CSQ). Paired sample t-tests were used versus an independent t-test because the two 
samples (patients and partners) are not independent of each other since they are in 
committed relationships (A. Davey, personal communication, February, 2015).  Overall, 
scores on the satisfaction of the intervention and specifically for Hold Me Tight suggests 
both patients and partners were similarly very satisfied with the intervention.   
 The HMTCRS scale is scored on a 7-point Likert scale (1 to 7) where 7= strongly 
agree/ very satisfied. The CSQ scale can range from 19 to 114 with higher scores 
indicating participants are more satisfied.  On average, patients reported the following 
scores on the HMCTRS: M=6.14; range between 5 to 7 at post-intervention and the 
following scores on the CSQ at post-intervention: M=105.71; range between 95 to 111.  
On average, partners similarly reported the following positive scores on the HMTCRS: 
M=5.79; range between 5 to 6 at post-intervention and the following scores on the CSQ: 
M=103.86; range between 91 to 113 at post-intervention. Including the one identified 
outlier noted above, there were no significant differences on patients’ versus partners’ 
positive reports of satisfaction on the HMCTRS and on the CSQ.   Without the outlier, 
however, there was a significant difference between patient scores (M= 107.67; 
SD=3.14) and partner scores (M= 102. 33; SD= 5.92), t (5) = 3.13, p= .03), suggesting 
patients were significantly more satisfied with the intervention compared to their 
partners. Despite this significant difference without the outlier, both patients and their 
partners similarly reported being highly satisfied with the intervention (see Table 4.7).  
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Table 4.7. Paired Samples T-Test Results for Satisfaction of Patients and Partners (N=7) 
 
 
Mean 
Difference 
T Df Sig. (2-
tailed) 
HMTRS 1.28571 0.51 6 .63 
CSQ 1.86 0.49 6 .64 
CSQ (without 
outlier) 
5.33 3.13 5 *.03 
*p<.05; **p<.01 
Pre-Post Differences for Patients Compared to Partners 
A series of repeated measure ANOVAs for two factors were conducted to 
determine if outcomes changed over time and if there was a participant effect (patients 
versus partners) on pre- and post-intervention outcome measures.  Analyses of the 
residuals suggest the data was normal, as assessed by the Shapiro-Wilk test of normality.  
Additionally, assumption for sphericity was not violated across all outcome measures, as 
assessed by Mauchly's test of sphericity (p > .05). 
There were significant differences over time for two of the outcome measures; 
RDAS total and IEStotal.  First, results suggest that for the 14 participants, the 
differences in RDAS total scores from the first time point (Patient M= 48.00, SD= 9.56; 
Partner M= 48.14, SD= 7.60) to the second time point (Patient M= 51.57, SD= 9.83; 
Partner M= 53.71, SD= 7.11) were statistically significant, F (1,6) = 8.38, p = .03, eta-
squared=.58, indicating a medium to large effect (see Table 4.8).  There was a significant 
time effect on the RDAS total, however, there were no significant participant effects. 
Thus, all participants' scores on the total RDAS significantly improved over time (p=.03).  
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Compared to baseline, participants’ (regardless of whether they were patients or partners) 
relationship satisfaction significantly improved from baseline to post-intervention.  
 
 
Table 4.8. Repeated Measures ANOVA for RDAS Total Scores for Patients’ and 
Partners’ Baseline and Post-Intervention (N=14). 
 
Effect Mean 
Square 
df Mean Square F p Partial 
eta 
squared 
 
Time 
146.29 1 146.29 8.38 
 
*.03 
      
 .58 
 
Error (Time) 17.45 6 17.45    
Participant 
Type 
9.14 1 9.14 .096 
 
.77 
 
  .02 
Error 
(Participant 
Type) 
94.98 6 94.98   
 
Time * 
Participant 
Type  
7.00 1 7.00 .75  
 
.11 
Error (Time * 
Participant 
Type) 
9.33 6 9.33  
 
.42 
 
*p<.05; **p<.01 
 
The second significant finding was for the IES total scores. Results suggest that 
for the 14 participants the difference in the IES total scores from the first time point 
(Patient M= 45.57, SD= 16.53; Partner M= 32.57, SD= 27.97) to the second time point 
(Patient M= 31.86, SD= 22.33; Partner M= 27.86, SD= 21.95) were statistically 
significant, F (1,6) = 7.24, p= .04, eta-squared=.55, indicating a medium to large effect 
(see Table 4.9).  There were no significant participant effects, as overall all participants' 
scores on the total IES decreased or improved over time.  
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Table 4.9. Repeated Measures ANOVA for IES Total Scores for Patients’ and Partners’ 
Baseline and Post-Intervention (N=14). 
Effect Mean Square df F P Partial 
eta 
squared 
 
Time 
594.32 1 7.24 
 
*.04 
      
 .55 
 
Error (Time) 82.07 6    
Participant 
Type 
505.75 1 
 
.868 
 
.34 
 
  .13 
Error 
(Participant 
Type) 
582.33 6 
   
Time * 
Participant 
Type  
582.33 1 6 
 
.34 
 
  .15 
Error (Time * 
Participant 
Type) 
133.33 6 
   
*p<.05; **p<.01 
  
 For the cohesion subscale of the RDAS, the difference from the first time point 
(Patient M= 11.14, SD= 4.78; Partner M= 15.43, SD= 0.98) to the second time point 
(Patient M= 13.43, SD= 3.36; Partner M= 13.86, SD= 3.98) were not significant, F (1,6) 
= .128, p= .11.  The difference between patients and partners was also not significant, F 
(1,6) = 3.44, p= .11, and the interaction between time and participant type was not 
significant,  F (1,6) = 3.274, p= .12. 
 For the satisfaction subscale of the RDAS, the difference from the first time point 
(Patient M= 14.71, SD= 3.45; Partner M= 15.43, SD= 0.98) to the second time point 
(Patient M= 15.14, SD= 2.67; Partner M= 16.29, SD= 1.11) were not significant, F (1,6) 
=1.06, p= .34. The difference between patients and partners were also not significant, F 
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(1,6) = 1.33, p= .24, and the interaction between time and participant type was not 
significant, F (1,6) = .176, p= .69. 
For the Consensus Subscale of the RDAS, the difference from the first time point 
(Patient M= 22.14, SD= 3.98; Partner M= 20.57, SD= 4.43) to the second time point 
(Patient M= 23.00, SD= 4.97; Partner M= 23.57, SD= 3.21) were not significant, F (1,6) 
= 3.14, p= .13.  The difference between patients and partners was also not significant, F 
(1,6) = .07, p= .78, and the interaction between time and participant type was not 
significant, F (1,6) = .07, p= .21. 
On the IES Avoidance Subscale, the scores at pre-intervention (Patient M=22.71, 
SD=8.19; Partner M=15.86, SD=15.11) to post-intervention (Patient M=19.00, 
SD=12.85; Partner M=14.00, SD=12.66) were not significant, F (1,6) = 2.89, p= .14.  The 
difference between patients and partners was also not significant, F (1,6) = 1.24, p= .31, 
and the interaction between time and participant type was not significant, F (1,6) = .09, 
p= .77. 
For the BARE, the difference from the first time point (Patient M= 45.57, SD= 
12.31; Partner M= 51.14, SD= 5.70) to the second time point (Patient M= 51.14, SD= 
7.43; Partner M= 49.86, SD= 6.39) were not significant, F (1,6) = 71.22, p= .33.  The 
difference between patients and partners was not significant, F (1,6) = .506, p= .50, and 
the interaction between time and participant type was F (1,6) = 2.944, p= .14. 
For the ECRS Anxiety Subscale, the difference from the first time point (Patient 
M= 25.14, SD= 11.27; Partner M= 21.43, SD= 7.91) to the second time point (Patient 
M= 22.43, SD= 7.91; Partner M= 20.43, SD= 7.46) were not significant, F (1,6) =.43, p= 
.54.  The difference between patients and partners was not significant, F (1,6) = .59, p= 
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.47, and the interaction between time and participant type was not significant,  F (1,6) = 
.12, p= .74. 
For the ECRS Avoidance Subscale, the difference from the first time point 
(Patient M= 16.57, SD= 5.94; Partner M= 14.57, SD= 5.32) to the second time point 
(Patient M= 13.86, SD= 4.71; Partner M= 11.43, SD= 3.31) were not significant, F (1,6) 
= 3.31, p= .12.  The difference between patients and partners was not significant, F (1,6) 
= 3.35, p= .12, and the interaction between time and participant type was not significant, 
F (1,6) = .010, p= .92. 
For the BDI-II, the difference from the first time point (Patient M= 20.43, SD= 
10.55; Partner M= 9.57, SD= 8.64) to the second time point (Patient M= 13.86, SD= 
5.67; Partner M= 8.43, SD= 9.78) were not significant, F (1,6) = 4.05, p= .09.  The 
difference between patients and partners was not significant, F (1,6) = 4.01, p= .09, and 
the interaction between time and participant type was  not significant, F (1,6) = 1.54, p= 
.26. 
 Consumer Satisfaction Post-Test Narrative Feedback  
The seven couples (14 participants) who completed the 5-session HMT 
intervention, baseline and post-intervention assessments additionally completed five 
open-ended questions as part of the Consumer Satisfaction Questionnaire (CSQ).  Ten 
participants answered every question in this section; four participants left one to three out 
of the five open-ended questions blank.  The answers are summarized below in Table 
4.10.   
One common theme that seemed evident was participants reported appreciating 
the group format.  Regarding responses to, “What parts of the Hold Me Tight program 
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was most helpful to you?”, answers included: “The openness of the therapy…”, “…the 
open forum to share experiences and feelings”, “the group discussions”, and “listening to 
others' issues because it made me realize that we have problems that I didn't realize 
exist…”.  Presenting the intervention in a support group format facilitated participants 
interacting and learning from other couples who were also experiencing cancer in a 
partner.  These couples also reported appreciating bearing witness and validating each 
others’ personal experiences with cancer as a couple.  Being part of a support group may 
have been especially helpful to participants because it can help to decrease feelings of 
isolation and normalize the range of emotions and experiences.  As one participant noted, 
“everything in general was great, especially learning my feelings were normal.” Another 
participant liked that he or she was able “hear others' experiences with the same [couple 
relationship building] strategies” that were learned in the group. 
Responses also indicated the intervention improved the quality of their 
relationship.  One patient participant said she liked the “tips on how to change our 
communication skills”, while the patient’s partner similarly reported liking “hearing [my] 
spouse’s fears”.  The content covered in the groups also seemed to help couples address 
core issues they were facing, for example some noted that: “It allowed us to get real 
about the issues of the matter (raw).” The group provided a safe space to explore and 
work on sensitive relational issues, and how they are coping with the cancer. One 
participated reported, “…we can all talk so freely without being judged. It helped me 
connect with myself, my partner and other people.”  Another noted that the group was 
“truly a blessing”. 
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 Participants also described potential limitations about the intervention, 
particularly related to the size of the groups and length of the intervention (10 weeks; 5 
sessions every other week for 2 hours).  In our first  cohort of the intervention (cohort 1), 
only one couple completed all of the 6-sessions and finished the intervention. 
Consequently 1 couple participated in 5 out of the 6 sessions as an individual couple, 
since the other couples dropped out after the first session.  The female partner with cancer 
in this first cohort said she wanted to be with “other couples to bounce ideas and 
concepts of program.” The HMT intervention was not designed for one couple at a time, 
therefore this feedback makes sense.   
 A partner participant in the third cohort (5 sessions) in contrast, expressed some 
ambivalence about group size, stating: “I think a larger group would also be helpful, 
though I also think that this size group offered more of an interpersonal experience than 
would have been available in a larger group.”  The groups were designed for up to ten 
couples, but each  cohort of the intervention was smaller than expected because of our 
difficulty with the rate of recruitment at Drexel.  We agree that more than one couple is 
needed for the partners to experience the intervention in the context of a “group”.  Two 
participants from different couples also commented on the overall length of the 
intervention.  One noted that it, “Could have been a little longer maybe- 8-weeks”, and 
another similarly said it was “Too short of a program.”  Consistent attendance was at 
times difficult for couples because of the side effects of the cancer treatment so we 
offered makeup sessions.  This inconsistency would make it difficult to expand the length 
of the program for cancer patients during active treatment, however it seems that these 
particular participants at least found the group helpful enough to desire it. 
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 Another partner with cancer in a next group said this group may not be as helpful 
for couples who are not experiencing any relational distress because of the cancer: “The 
hold me tight program seems to talk about people in relationship crisis.  I don’t believe 
that I had that kind of relationship.”  This same participant also stated “I think the 
program should be geared towards people having a hard time getting along with a 
cancer diagnosis.”  It appears this participant would have preferred the group to focus 
more on the individual cancer patient’s adjustment to the diagnosis; this may be because 
the patient did not perceive any relational challenges and thus felt an individual focus 
would have been more helpful.  
Most participants did not identify anything “least helpful” about the intervention, 
suggesting overall they like the intervention.  For example, a participant said, “I feel that 
all aspects were equally helpful”, and a nothing responded: “Nothing-- enjoyed the 
program.”  Overall the qualitative feedback was very positive, suggesting participants 
experience the Hold Me Tight support group helpful to themselves and/or their couple 
relationship and to enjoy the experience. 
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Table 4.10. Consumer Satisfaction Scale Open-Ended Questions. 
 
Column1 
Participant 
 
 
 
 
 
Column2 
Open Ended Questions 
Column5Column6 
1. What 
parts of the 
Hold Me 
Tight 
program 
was most 
helpful to 
you? 
2. What did 
you like most 
about the 
Hold Me 
Tight 
program 
3. What did you 
like least about 
the Hold Me 
Tight program? 
4. What 
part of the 
Hold Me 
Tight 
program 
was least 
helpful 
5. How could 
the Hold Me 
Tight 
program 
have been 
improved to 
help you and 
your 
spouse/partn
er more? 
Patient 2 Recognizing 
communicati
on traps 
Tips on how 
to change our 
communicatio
n skills 
Nothing None Other couples 
to bounce 
ideas and 
concepts of 
program 
Partner 2 Hearing 
partner's 
feelings 
Hearing 
spouses fears 
- - Not Sure 
Patient 6 Talking 
about my 
cancer 
Therapists/ 
Group 
N/A The hold 
me tight 
program 
seems to 
talk about 
people in 
relationship 
crisis.  I 
don’t 
believe that 
I had that 
kind of 
I think the 
program 
should be 
geared 
towards 
people having 
a hard time 
getting along 
with a cancer 
diagnosis. 
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relationship 
Partner 6 Others in the 
same 
Group talk ice for drink - - 
Partner 8 How to 
communicate
d more with 
my spouse 
Pick out the 
raw spot in 
me 
- - - 
Patient 8 The book Group talk Bi-weekly 
sessions 
- None 
Partner 9 Gained a 
better 
understandin
g of how to 
deal with 
people with 
cancer 
The way all of 
the 
participants 
shared their 
experiences 
Nothing bad to 
say 
n/a More time 
Patient 9 Learning that 
my feelings 
toward my 
partner was 
normal and 
that I can feel 
this way 
during my 
cancer 
Everything in 
general was 
great, 
especially 
learning my 
feelings were 
normal 
Nothing Nothing n/a 
Partner 7 Yes It was very 
emotional 
Nothing None Need no 
improvement 
Patient 7 More about 
my 
relationship 
and helping 
hang things 
I have deal 
with a lot of 
things that the 
book talk 
about 
Everything Yes Nothing 
Patient 10 Listening to 
others' issues 
That we can 
all talk so 
Too short of a 
program. 
Every 
session and 
I liked the 
dialogs and 
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because it 
made me 
realize that 
we have 
problems that 
I didn't 
realize exist. 
It opened my 
box of 
emotions that 
I had locked 
up. 
freely without 
being judged. 
It helped me 
connect with 
myself, my 
partner and 
other people. 
topic was 
very 
helpful. 
experiences 
because 
They're eye 
openers so 
having more 
of them would 
be great. 
Partner 10 An empathic 
approach, 
and 
inclusiveness
. Also the 
open forum 
to share 
experiences 
and feelings. 
The 
opportunities 
to use 
strategies with 
[partner’s 
name], and 
hear others' 
experiences 
with the same 
strategies. 
Really, only the 
early start time. 
I feel that 
all aspects 
were 
equally 
helpful. 
I think a 
larger group 
would also be 
helpful, 
though I also 
think that this 
size group 
offered more 
of an 
interpersonal 
experience 
than would 
have been 
available in a 
larger group. 
Partner 11 The group 
discussions 
The small 
group & the 
openness  
Could have been 
a little longer 
maybe- 8-weeks 
Nothing- 
enjoyed the 
program 
Again- maybe 
a little longer 
program 
Patient 11 The openness 
of the 
therapy. 
Being able to 
say what you 
feel, think, 
wish and 
That is was 
reality. It 
allowed us to 
get real about 
the issues of 
the matter. 
(raw) 
It was truly a 
blessing. 
It was truly 
a blessing. 
Continue to 
touch on the 
facts and 
issues. 
Continue to 
assist with 
resources and 
help for the 
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hope for. couples and 
the patients to 
strengthen 
their 
relationships. 
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CHAPTER 5: DISCUSSION 
In this chapter, the two specific aims, hypotheses, and results are discussed in the 
context of the two organizing theories, attachment theory (Bowlby, 1969; Hazan & 
Shaver, 1987) and the biopsychosocial model (Engel, 1977), which informed the 
development of this one arm program evaluation dissertation study. Attachment theory, 
specifically adult romantic relationship attachment (Hazan & Shaver, 1987), was utilized 
because it considers the attachment process between partners and how stressors, like the 
diagnosis and treatment of cancer in a partner, can impact partners’ attachment to each 
other (e.g., secure, avoidant, and anxious-ambivalent). The biopsychosocial approach 
(Engel, 1977) was chosen because it provides a framework for understanding the 
multidimensional impact (biological, psychological, social) of an illness on a partner. 
Prior research is also discussed to help explain the findings.  
This program evaluation study (pre-post test; one-arm: HMT) was innovative 
because it expanded the promising EFT-based HMT (Johnson, 2009), a brief structured 
couple support group intervention. HMT was adapted for a racially diverse sample of 
couples coping with cancer in a partner and was evaluated in a one-arm open trial 
program evaluation study. This study fills an important gap in the oncology psychosocial 
intervention literature, because most couples in prior studies have been white, married, 
and middle to upper-class; our sample was primarily African-American and low to 
middle income.  Additionally, most couple-based oncology interventions have focused on 
psycho-education or cognitive behavioral approaches and have not targeted attachment 
and emotion as primary mechanisms of change, like HMT. Findings from this study was 
a step towards changing the nature of psychosocial treatment options available to a group 
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that is over-represented and under-served, and reducing potentially harmful distress 
among diverse samples of couples coping with cancer.   
Specific Aim One 
 
 The first specific aim was to assess HMT’s acceptability and feasibility by 
examining recruitment and retention rates, participants’ reasons for refusal or dropping 
out and reports of post-intervention participant satisfaction.  It was hypothesized that at 
post-intervention (week 10), on average couples would report HMT was acceptable as 
evidenced by good recruitment and retention rates, and their positive feedback on the 
Consumer Satisfaction Questionnaire (CSQ) and Hold Me Tight Conversation Rating 
Scale (HMTCRS) post-intervention surveys. 
A total of 25 couples were recruited over 13 months from one oncology practice, 
DUCOM’s radiation oncology clinic. Unfortunately, there was a slower than anticipated 
rate of recruitment as on average two couples were referred each month and 
approximately one out of two couples was recruited each month (50% rate of 
recruitment). Providers who agreed to recruit for this study (DUCOM radiation oncology 
providers and staff) had very busy schedules, which gave them less time to focus on 
screening and recruiting couples. Additionally, because of HIPAA and IRB regulations 
our research team could not directly approach cancer patients until they first signed a 
release of information given by a medical provider that gave us permission to call them 
or send out a recruitment letter.   
When we sought feedback from the recruiting providers, they reported that 
patients and their partners would more likely volunteer for an intervention group, if it was 
offered at the survivorship stage when treatment was completed. Oncology providers felt 
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the timing of the intervention (when a partner was in active cancer treatment) was not 
optimal because couples were coping with the stress and side effect of treatment, going to 
many medical appointments, and were not yet ready to focus on their relationship when 
the crisis of fighting the cancer together was not yet over.  Some providers said that after 
“the treatment team left”, couples would  both have more need of the support provided by 
the intervention find it more feasible to participate. 
Out of the 25 couples referred to over the 13-month recruitment period, a total of 
12 couples volunteered; approximately 50% rate of recruitment.  One out of the 12 
couples’ data was not used in data analyses because after completing the group (third 
cohort as noted earlier) it was revealed they were not in a committed relationship and 
were just friends supporting each other.  Four out of the 12 couples (three couples in the 
first cohort; 1 couple in the second cohort) of the study dropped out after the baseline 
assessment and first session of the adapted HMT intervention. One couple dropped out 
because the husband was uncomfortable being videotaped for fidelity (all participants 
gave informed consent for videotaping prior to completing the baseline assessment). Two 
couples reported they could not attend the second session because of the diagnosed 
partner’s cancer treatment side effects; after they missed two scheduled makeup sessions 
they dropped out of the study.  The fourth couple dropped out of the study because of a 
conflict with work schedules.    
Although four out of the 11 recruited couples (64% retention rate) dropped out 
after completing the baseline assessments and the first session, the completer and non-
completer analyses suggest the final sample of couples (N=7 couples; 14 participants) 
was demographically similar to couples who dropped out after one session (n=4 couples; 
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8 participants). Thus, there is no evidence that our study and intervention led to attrition 
among couples of any specific demographic variables. Additionally our adapted five-
session HMT intervention is acceptable because seven out of the 12 recruited couples 
completed the intervention, and attrition decreased in the second (only one couple 
dropped out) and third cohorts (all eligible couples completed the third group), after 
changes were made to the length of the adapted HMT intervention (reduced to five 
sessions instead of six).  Yet, two couples did drop out because of the cancer treatment 
side effects which support providers’ views that it is likely more feasible for couples to 
participate in the intervention after the cancer treatment is completed when they are 
survivors.   
Regarding acceptability of the adapted HMT intervention, both the CSQ and 
HMTCRS scores at post-intervention were high for all cancer patients and their partners, 
suggesting the intervention was acceptable for couples who completed it.  The paired 
sample t-test findings suggest patients were actually slightly more satisfied with the 
intervention (p=.03), but both patients and partners were very satisfied with HMT. 
Additionally, the open-ended narrative responses on the post-intervention CSQ suggest 
both patients and partners were very satisfied with the intervention, group format, and 
group leaders.  Specifically, participants reported appreciating the support group format 
and the opportunity to validate others’ experiences while having their own feelings 
validated and normalized. Participants also reported the intervention helped to improve 
their couple relationship. Yet, we want to note that one participant (second cohort) felt 
the intervention was designed for couples who are experiencing relationship distress and 
she specifically wanted to just talk about coping with cancer because her relationship was 
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not in distress. The members of the research team agree that couples with at least mild 
relational stress would most benefit from HMT.  Based on the feedback from providers 
and couples in this study, in future studies we plan to screen and only include couple 
participants who have mild to moderate relational stress and who are coping with cancer 
survivorship. 
The HMTCRS scores (measured only at post-intervention) were also 
high/positive for both patients and partners.  This measure was designed to examine 
participants’ feedback regarding whether HMT improved their attachment to each other.  
Each item is scored from 1 to 7; 7 is the highest score, indicating the most positive impact 
on the couple relationship.  Patients had mean total scores of 6.14 and partners had mean 
total scores of 5.76.  These findings also support the acceptability of HMT. 
 Specific Aim Two 
 The second specific aim was to pilot test treatment efficacy by comparing the pre-
test and post-test measures for couples who completed the study. A comparison of 
baseline and post-intervention psychological (BDI-II), relationship satisfaction (RDAS), 
attachment (ECR-S; BARE), and impact of the cancer (IES and FACT-G for patients 
only) measures were conducted. Despite empirical literature supporting the importance of 
intimate relationships in the psychosocial adaptation to cancer (Regan et al., 2012), there 
have been few studies that have examined the effects of interventions which include 
significant others. There have been two ways partners have been included in cancer 
support group interventions; the first is to use the partner as an assistant/coach to 
facilitate learning coping skills.  A second approach is to treat the couple as a unit so both 
partners learn skills together (relationship is the unit of intervention) and is also the focus 
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of Hold Me Tight (HMT).  Yet unlike HMT, most couple-based interventions focus on 
providing psycho-education, improving communication/coping skills and not on 
improving adult attachment/intimacy where together couples learn to become more 
responsive to each other so they can turn to each other for practical and emotional 
support.  
 Descriptive statistics, paired sample t-tests, and a series of repeated measures 
ANOVA (two factors) were used to examine pre-post differences. It was hypothesized 
that on average at post-test, couples would report better adult attachment (Experiences in 
Close Relationships Scale: ECR-S developed by Brennan, Clark, and Shaver, 1998) and 
couple attachment (Brief Accessibility Responsiveness and Engagement Scale: BARE 
developed by Sandberg, 2012), improved relationship satisfaction (Revised Dyadic 
Adjustment Scale: RDAS developed by Busby et al., 1995), decreased symptoms of 
depression (Beck Depression Inventory II: BDI-II developed by Beck, Steer, & Garbin, 
1988) and a decreased impact of the cancer (Impact of Event Scale: IES developed by 
Horowitz, Wilner, and Alvarez, 1979; and Functional Assessment of Cancer Therapy: 
FACT-G, version 4.0 developed by Cella et al.,1993).      
 This hypothesis was partially supported by the results.  On average, patients’ and 
partners’ scores on the outcome measures changed in the hypothesized positive/improved 
direction at post-intervention compared to pre-intervention.  Noteworthy, according to the 
repeated measures ANOVA analyses two of the outcome measures had a statistically 
significant change in scores from pre- to post-intervention with medium to large effects, 
the RDAS total (p=.03, eta squared=0.58) and IES total (p=.04, eta-squared=0.55) for 
both patients and partners.  When the paired sample t-tests were conducted to compare 
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patients’ pre- and post-intervention outcome measure scores and  partners’ pre- and post-
intervention scores, only the partner’s total score on the RDAS total (p=.03) and the 
patient’s IES intrusion subscale scores significantly improved from baseline to post-
intervention. 
 When a repeated measures ANOVA for two groups was conducted to examine the 
interaction between time and partner type (cancer patient versus partner) across all 
outcome measures, the total RDAS and IES scores for all participants combined 
significantly improved from pre-intervention to post-intervention.  No significant 
interaction effects were found.  Thus relationship satisfaction (as measured by the RDAS) 
and the negative impact of cancer (as measured by the IES) improved for both patients 
and partners after completing the adapted HMT intervention in this study.  This suggests 
that HMT targets both patients and partners’ outcomes because of the cancer and targets 
the relationship. 
    Our findings support Engel’s biopsychosocial approach (BPS) (1997) because our 
findings suggest a physical illness like cancer is interconnected with an individual’s 
psychological and relational health with significant others.  BPS helps us understand the 
findings, as the IES measures the traumatic (psychological) impact of cancer and the 
RDAS total measures overall couple relationship satisfaction.  Not only were 
participants’ baseline scores on the IES high (demonstrating the negative psychological 
impact of cancer on participants), IES scores significantly decreased (improved) after the 
both patients and partners completed HMT which was designed to target the couple 
relationship in the context of coping with cancer.  Although couples who volunteered for 
the study were not in relational distress based on their baseline RDAS scores (mean 
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scores for both patients and partners were right at the cutoff for distress), their 
relationship satisfaction significantly improved at post-intervention, suggesting that 
targeting the specific stressor of a physical illness (cancer) on a couple can benefit the 
quality of their relationships. 
 Adult attachment theory (Banse, 2004; Kobak & Hazan, 1991) states that 
romantic partners are attachment figures because we turn to our partners for comfort and 
emotional security when experiencing stressors or fears, like coping with cancer.  When 
the bond or attachment between partners is secure, partners tend to have lower levels of 
anxiety or avoidance because they can turn to each other for support.  When the 
attachment between partners is insecure, there tends to be higher levels of anxiety and/or 
avoidance. Consequently, partners do not feel safe and secure with each other and tend to 
not trust the partner will provide comfort and emotional support in times of need. Prior 
research suggests attachment security is associated with positive relationship satisfaction, 
because secure (positive) attachment is associated with higher levels of relationship 
satisfaction (Banse, 2004; Gleeson & Fitzgerald, 2014; Saavedra, Chapman, & Rogge, 
2010).   Since EFT, the underlying therapeutic model for the adapted HMT, is based on 
attachment theory, our findings support prior EFT studies that reported participants’ 
relationship satisfaction improved after completing the intervention (McLean et al. 2007; 
2008; 2013).  Also, the fact that the IES (a measure to assess an individual’s trauma 
reaction to a traumatic event) total scores significantly decreased from pre- to post-
intervention for both patients and partners provides support for the idea that the adapted 
HMT intervention: 1) benefits individual partners as well as the relationship, 2) treats the 
cancer patient and partner as equal targets of the intervention (rather than treating the 
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partner as a support person or caretaker, as in previous interventions), and 3) individual 
well-being can be addressed by treating couple attachment.  
Overall, our findings suggest the adapted HMT intervention is theoretically novel 
(focusing on attachment and emotions versus more traditional psycho-education or 
cognitive-behavioral approaches) and is acceptable for this vulnerable population. 
Couples in which one partner has cancer report experiencing anxiety, depression, less 
intimacy, and lower relationship satisfaction (Hagedoorn et al., 2008; Hodgkinson et al., 
2007; Mitchell et al., 2013). Our findings suggest our adapted HMT intervention targets 
these negative psychological and relational outcomes as evidenced by the trend in 
patients’ and partners’ scores improving over time.  The adapted HMT does this by 
seeking to strengthen the couple bond and helping partners re-secure their connection 
with each other (Johnson, 2009).  Sexual issues (e.g., low libido, sexual dysfunction, poor 
body image) are commonly reported by female and male cancer patients (Lerro et al., 
2012; Manne & Badr, 2008) but not often addressed during cancer treatment. In the 
adapted HMT intervention, one session (Session 4) is dedicated to facilitating more open 
communication between partners about these sensitive intimacy issues. Also, compared 
to more traditional couple therapy interventions that can be emotionally, financially, and 
physically overwhelming, this structured short-term couple support group intervention 
(five sessions) is brief and comparatively economical. 
Thus, this open trial one-arm program evaluation study was innovative because: 
1) it was designed to adapt and evaluate the promising HMT (Johnson, 2009) for cancer 
patients and their partners, and 2) the sample consisting primarily of previously-
understudied groups (primarily African American and low to middle class). This study 
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added a psychosocial treatment option available to groups that are over-represented in 
cancer incidence and mortality and underserved by existing interventions. The outcome 
of this one-year pilot feasibility study was evidence of a promising, theoretically-based, 
brief couple group intervention for couples coping with cancer, including acceptability, 
feasibility, and pilot data. 
Limitations 
This study has several limitations.  First, the final sample size was smaller than 
anticipated (7 couples; 14 participants). This was because of a slower than anticipated 
recruitment rate, which we hypothesize was in part due to providers’ busy schedules as 
well as our inclusion criterion that patients had to be diagnosed with cancer in the past 
year.  Feedback from our recruiting providers suggest that if we had targeted cancer 
patients who had completed treatment (cancer survivors, up to three years post-
treatment), we would have been able to recruit and retain more couples because it likely a 
more feasible time for our intervention. Additionally although appropriate for a pilot 
study, the small sample size limits generalizability of our results.    
Another limitation of this study is the open trial one-arm design; since there was 
no control group we cannot eliminate time as a possible confounding variable as couples 
could have improved over time and not because of HMT.  We also revised the 
intervention manual after we ran the first group (cohort 1) of the intervention, reducing it 
from six (two hours/each) to five sessions and revising some of the content.  There was 
only one couple who completed the post-intervention measures in the first cohort (6 
sessions) and who was included in the final sample.  Yet, it is possible that if this first 
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couple had completed the five-session intervention instead of the six-session version their 
outcome data may have been different. 
Our sample was primarily African American low to middle income and all 
couples were heterosexual. While our sample is too small for the results to be 
generalized, future studies should include more racial diversity and examine the 
effectiveness of HMT with same-sex couples to determine its generalizability. 
Since HMT was newly adapted for the purposes of this study and sessions were 
reduced from eight in the original version to five, the group facilitators had never used 
this adapted version of HMT.  Each lead therapist had previously run the original HMT 
intervention with couples in the general population, but the therapists likely became more 
comfortable with the adapted HMT intervention for couples coping with cancer with each 
subsequent study cohort.  Thus, it is possible their increased comfort with the adapted 
HMT manual and running the groups affected the participants’ experience and created 
differences across the three cohorts. 
Implications for Future Research 
This pilot study suggests the adapted HMT intervention for cancer patients and 
their partners is a promising clinical approach. However, more research should be 
conducted with larger samples of couples and a two-group comparison to control for 
time.  The next step would be recruiting a larger sample and doing a two-arm comparison 
design to compare this adapted HMT intervention to a treatment-as-usual group. In a 
subsequent study it could then be compared to a different couples-based group 
intervention for cancer patients and their partners, like the psychoeducational approaches 
(e.g., Manne et al., 2005).  
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Studies with larger samples of couples will facilitate the analysis of multiple key 
factors (covariates), such as stage and type of cancer, gender of the ill partner, recurrence 
of cancer versus a first-time diagnosis, relational distress level, in order to explore 
whether HMT is equally effective across these factors, or if come groups benefit more 
from it. The evidence base would also be strengthened by conducting longitudinal studies 
and evaluating both individual and relational outcomes post-intervention (e.g., six month 
follow-up, one year follow-up) to examine the post-intervention changes are sustained. 
In future studies, couples should first be screened for relational distress and at 
minimum only couples with mild to moderate distress should be included. Couples with 
high distress would benefit more from traditional couple therapy because their baseline 
distress would interfere with the group process.  A fuller consideration of the timing of 
the cancer diagnosis, for example if this is a first time or recurrence of cancer, in a larger 
sample is recommended. It is possible that these two groups (first time versus recurrence) 
may benefit from separate HMT interventions that are tailed for the timing of cancer 
diagnosis. 
 Future studies should additionally include outcome measures that evaluate 
couples’ sexual relationship, since this is included in session four of the adapted HMT 
intervention and is relational domain that can be profoundly impacted by cancer.  It is 
possible that sexual satisfaction could be a mediator or moderator of relationship 
satisfaction.  Patient treatment adherence (such as attending all appointments and 
following oncologists’ treatment recommendations) would also be an interesting outcome 
to measure to see if targeting the couple relationship of cancer patients with distressed 
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relationships is associated with better treatment adherence which would help to evaluate 
cost-effectiveness. 
Finally as noted earlier, based on feedback from recruiting providers, 
patients/partners, and group attendance related to the cancer treatment, we recommend 
that future research target cancer survivors (up to 3 years post-treatment).  The goal 
would be to examine if this is a more feasible time for the intervention.  This would 
require additional adaptation of the HMT intervention used in this study, to address the 
different challenges for survivors and partners. 
Clinical Implications 
Findings from this study suggest there are some clinical implications to consider. 
First, the positive feedback from participating couples and findings related to relationship 
satisfaction (RDAS total) and the traumatic impact of the cancer diagnosis (IES total) 
suggest the adapted HMT intervention is a promising clinical approach for couples 
coping with cancer.  Specifically, findings suggest HMT can be adapted for couples 
coping with illness in a partner.  
 Based on prior studies and our findings, medical and mental healthcare providers 
who work with cancer patients should routinely screen and assess the quality of the 
couple relationship at the beginning of treatment.  This means first screening patients to 
see if they are partnered. This would be most feasible in settings where there is a central 
intake for all new patients and they can be screened for psychosocial support needs.  
Integrated behavioral healthcare providers trained in biopsychoscocial assessment would 
be ideal for this task, although not all cancer centers have them on staff. 
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Medical providers should include patients’ partners in the treatment process as 
much as possible, and should attend to the psychosocial needs of both patients and 
partners by assessing for their social support and referring them to available resources 
(e.g., integrated behavioral health provider within the medical system, internal or external 
support groups, therapy).  Although different types of couple-based psychosocial 
interventions are helpful for couples who are coping with cancer (e.g., Badr & Krebs, 
2013), based on the existing EFT literature (e.g., McLean et al. 2008; 2013) and our 
findings HMT adapted for couples coping with cancer, has the potential to be effective 
and acceptable for more diverse samples of couples. 
The adapted HMT intervention has the potential to address cancer-related health 
disparities if further studied and implemented.  Unlike earlier studies with couples coping 
with cancer, our sample was primarily a minority one (African-American) and most 
participants were low to middle income.  As our sample found the adapted HMT 
intervention to be acceptable, the intervention is uniquely poised to be studied with other 
minority populations, so in the future it can be disseminated as an evidence-based 
couples’ psychosocial group intervention acceptable for the populations most 
disproportionately affected by cancer. 
Final Self of Therapist Reflections 
Participating in the design and implementation of this study and conducting the 
analyses has reinforced my belief that illness always has a relational impact (e.g., 
parental, pediatric, couples coping with illnesses). Specifically this experience reaffirmed 
my belief that when an individual is diagnosed with cancer, the partner’s quality of life 
also changes, and the couple relationship can either be a place of refuge in the midst the 
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illness crisis/trauma or exacerbate feelings of fear and despair.  Observing the 
intervention in action also increased my belief in EFT-based interventions as an effective 
way to increase couple attachment and relationship satisfaction by openly exploring and 
addressing relational patterns and underlying emotions.  I watched couples in this study 
initially struggle to have vulnerable and open conversations with each other, and then 
later have greater empathy toward their partners, and more openly share their experiences 
of coping with the cancer in the context of their relationships. As I remember my own 
personal experiences with chronic illness in my family, I appreciate what I have learned 
and I am grateful to have been part of this project.  It is heartening to know couple-based 
interventions are being developed, and my sincere hope is that this type of psychosocial 
resource becomes an integral part of cancer care and treatment, so that it is readily 
accessible to all cancer patients and their families. 
Conclusions 
 This one-arm open trial program evaluation study was designed to evaluate the 
acceptability and feasibility of an adapted version of HMT for couples coping with 
cancer in a partner or spouse.  The final adapted version includes 5 two-hour sessions that 
are held every other week over a period of ten weeks.  Despite the slower than anticipated 
rate of recruitment at the one site, findings suggest the intervention is both acceptable and 
feasible based on participant feedback, recruitment, and attrition rates.  Although the 
participating couples reported the intervention was acceptable, recruiting providers’ 
feedback, reasons couples drop out, and the need for makeup sessions suggests HMT is 
more feasible for cancer survivors versus those in the midst of coping with cancer 
treatment. 
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 Findings suggest a medium to large effect for improved relationship satisfaction 
(RDAS total) and decreased traumatic impact of the cancer diagnosis (IES total) for both 
patients and partners from pre-intervention to post-intervention.  Although the final 
sample included only seven couples (14 participants), our preliminary findings are 
promising, and provide the basis for future larger studies to compare HMT first to a 
control group and later to other couple-based interventions. This study addressed the 
issue of primarily white middle class samples who have participated in prior EFT and 
couple-based cancer intervention studies by including a racially low to middle income 
sample of couples coping with cancer in a partner. 
 In conclusion, cancer has a biopsychosocial impact on cancer patients and their 
families.  Targeting the couple relationship, and specifically couple attachment, is one 
way to mitigate these negative psychosocial effects.  This study provides a first step 
towards developing a couple-based intervention to help more diverse populations of 
couples coping with cancer. 
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Appendix A: Letter of Support from Dr. Komarnicky 
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Appendix B: Full Protocol 
 
 
 
Couples Coping with Cancer:  Hold Me Tight Pilot Intervention Study 
 
Project Leaders:  (PI) Maureen Davey, Ph.D., LMFT, Associate Professor, Couple and 
Family Therapy 
       Drexel University, College of Nursing and Health Professions (DUCHNP) 
 
      (Co-PI) Ting Liu, Ph.D., LMFT, Assistant Professor, Couple and Family 
Therapy 
       Drexel University, College of Nursing and Health Professions (DUCNHP) 
 
       (Co-PI) Lydia Komarnicky, MD, Chair, DUCOM Radiation Oncology  
 
      (Key Personnel) Laura Lynch, MS, Doctoral Student, DUCNHP 
 
Purpose of the Project 
This proposal primarily targets an understudied population, ethnic/racial minority couples who 
are coping with cancer in a partner or spouse.  Previously, the PIs have worked with couples 
coping with distress, and minority families coping with parental cancer but how to best help 
minority couples cope with cancer is unexplored and still unclear, especially from the 
perspective of the both the cancer patient and his/her partner, and is the focus of this 1- year 
pilot study proposal.  The proposed study will be the first to adapt and pilot an evidence based 
couple support group intervention (Hold Me Tight: EFT) with a diverse samples of couples 
who are coping with a spouse or partner diagnosed with cancer (e.g., breast, prostate) in the 
past 12 months (Stages I, II, or III). 
   
Innovative Nature of the Proposed Project 
This is one of the first Emotionally Focused Therapy (EFT) Hold Me Tight evidence based 
support group study that targets a diverse sample of couples coping with cancer. Our proposed 
pilot study takes the next step in moving the EFT evidence-base forward, and helps to increase its 
generalizability by recruiting a diverse sample of couples coping with cancer. In particular, we 
are pilot testing and adapting the Hold Me Tight EFT intervention for a 6-session support group 
tailored for a diverse sample of couples coping with cancer. 
 
Our pilot study is innovative because we are expanding the promising and effective Hold Me 
Tight EFT adapted model in a way that has not been done before, with a diverse sample of 
couples coping with cancer. We are filling a gap in the cancer literature because most of the 
couples in prior studies were white, middle class, and heterosexual. The results of this 1-year pilot 
project will have important implications for how couples can be incorporated into intervention 
efforts to reduce the risk of depression and relational distress in couples who are diagnosed and 
treated for cancer. In addition to piloting and adapted this evidence based couple’s preventive 
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support group (Hold Me Tight: EFT), by including a racially diverse group of families an 
exploratory examination of whether treatment effect differs by race/ethnicity can be made.   
 
 
Project Objectives and Aim 
This proposed program evaluation study will explore if an evidence based couple’s 
therapy treatment (Emotionally Focused Therapy (EFT): Hold Me Tight) can help a 
diverse sample of couples cope with the diagnosis and treatment of cancer in a spouse or 
in a cohabitating partner.  
The proposed 1-year pilot study will be the first to adapt and evaluate an evidence based couple 
preventive clinical support group (EFT: Hold Me Tight) with a diverse sample of couples who are 
coping with cancer in a spouse or in a cohabitating partner.  Caucasian and minority couples in 
which a spouse or partner has been diagnosed with cancer (lower stage cancers, e.g. stages I, II, 
III) within the past 12 months will be targeted at DUCOM’s Radiation Oncology Department (see 
letter of support from Co-PI, Dr. Lydia Komarnicky).  The couple’s-focused 6-session support 
group (EFT: Hold Me Tight), an evidence-based couple prevention, with be evaluated at pre and 
post-test. To accomplish these objectives, this 1- year pilot study will examine the following 
specific aims: 
 
Specific Aim and Hypotheses to be tested: 
 
1) Compare the pre-test and post-test measures for approximately 30 couples (3 support 
groups with 10 couples/group @ 6 sessions/group) to evaluate its effectiveness, 
acceptability, and feasibility over the 6-sessions. 
 
We hypothesize that at post-test, couples will report that the intervention is 
acceptable as evidenced by their positive feedback on the consumer satisfaction 
surveys which both partners will complete at post-test (see measurement section 
below).  
 
We hypothesize that the recruitment and retention of couples will be feasible 
with little to no drop outs and good attendance at the 6 sessions across the 3 
support groups.   
 
At post-test, we hypothesize that on average couples will report better adult 
attachment (EC-R) and couple attachment (BARE), improved relationship 
satisfaction (RDAS), decreased symptoms of depression (BDI-II) and a 
decreased impact of cancer (Impact of Event Scale).         
 
This pilot study targets an understudied population, a diverse sample of couples who are coping 
with cancer in a partner or spouse.  Previously, the PI (Davey) and Co-PIs (Liu and Komarnicky) 
have worked with couples coping with distress, and families coping with parental cancer but how 
to best help a diverse sample of couples cope with cancer is unexplored and still unclear, 
especially from the perspectives of both the cancer patient and his/her partner, and is the focus of 
this 1- year pilot study.  The proposed study will be the first to adapt and pilot an evidence based 
couple support group intervention (Hold Me Tight: EFT) with a diverse samples of couples who 
are coping with a spouse or partner diagnosed with cancer (e.g., breast, prostate) in the past 12 
months (Stages I, II, or III). 
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Background and Need 
Cancer is a chronic and life-threatening illness that affects not only diagnosed patients but also 
their partners and spouses.  Many cancer patients and their spouses or partners suffer from 
symptoms of depression and relational distress (Bigatti, Wagner, Lydon-Lam, Steiner, & Miller, 
2011; Hagedoorn, Sanderman, Bolks, Tuinstra, & Coyne, 2008; McClure, Nezu, Nezu, O'Hea, & 
McMahon, 2012).  Couples-based clinical intervention studies have shown that it is possible to 
positively impact psychological and relational outcomes for couples in which one partner has 
cancer (Badr & Krebs, 2012; Regan, Lambert, Girgis, Kelly, Kayser, & Turner, 2012).  Yet these 
intervention studies have included primarily white middle-class samples (Badr & Krebs, 2012).  
Empirically supported couple-based clinical intervention models tailored for diverse couples 
coping with cancer have to date not been developed and evaluated. 
 
It is estimated that in 2013 there will be a total of 854,790 new cases of cancer in males and 
805,500 new cases in females in the US (American Cancer Society, 2013).  The implication is 
that thousands of couples will continue to be affected by the diagnosis and treatment of cancer. 
Yet, diverse samples of couples coping with cancer have been largely neglected by clinical 
researchers. Philadelphia is a minority majority city with 44% African American, 9% Latino/a, 
and 5% Asian.  Given this diversity in Philadelphia, and the lack of diversity in prior research 
samples, we intendto recruit and study the effectiveness of a couple-based cancer support group 
(EFT: Hold Me Tight) intervention with a diverse sample of couples.   
 
Preliminary Studies in Couples Coping with Cancer 
   
The literature describing interventions for couples coping with cancer is substantial.  Three 
relevant reviews of this area of cancer research have been conducted.  For example, Baik & 
Adams (2011) reviewed 14 studies which were designed to evaluate psychosocial interventions 
for couples in which one partner has a cancer diagnosis.  Interventions that were partially 
couples-based were also included in this review.  Eight out of the 14 studies were randomized 
controlled trials, and two were support group interventions.  The authors did not describe the 
demographics of the study participants, other than noting the mean ages in their table of reviewed 
studies.  The limitations of some of these reviewed studies included smaller sample sizes, less 
than optimal levels of rigor, no qualitative data and lack of dyadic data from both partners, and 
the use of non-standardized measures.  The authors noted that “Taken in the aggregate, these 
studies illustrated partial effectiveness—most had some positive results for cancer patients and 
their partners—but with clear limitations” (p. 264). 
 
Badr and Krebs (2012) conducted both a systematic review (n=23 studies) and a meta-analysis 
(n=20 studies) in order to examine intervention studies that targeted couples in which one partner 
was a cancer patient and focused on various aspects of quality of life as the primary outcome 
variable. Only randomized controlled trials were included in this review, and the publication 
dates ranged from 1980 to 2012.  Most cancer patients in the study samples were diagnosed with 
breast cancer or prostate cancer, and the mean age ranged from 40 to 64 years.  Eighty-four 
percent of participants across the different studies were white, and most studies examined patients 
whose cancer was non-metastatic.  Limitations of the reviewed studies included smaller sample 
sizes, no identified theory, and lack of data describing attrition and refused participation rates.  
Twenty-five percent of the reviewed studies did not provide data describing the partners’ 
outcomes, and the authors noted that it is important for researchers to conceptualize and design 
their clinical studies using a dyadic or relational lens.  The authors concluded that “Findings 
suggest that couple-based interventions hold promise for improving multiple aspects of both 
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patient and partner [quality of life]” (Badr & Krebs, 2012). These quality of life aspects include: 
physical, psychological, and relationship outcomes. 
 
Regan and colleagues (2012) also examined the literature and systematically reviewed 23 cancer 
studies.  They included studies which examined the efficacy of couple-based psychosocial 
interventions for couples coping with cancer using an experimental or a quasi-experimental 
design.  The publication dates of these studies ranged from 1990 to 2011.  Only studies where the 
researchers reported both the cancer patients’ and the partners’ outcomes were reviewed.  Similar 
to Badr and Krebs (2012), Regan et al. (2012) noted that the studies’ participants were mostly 
white, and most patients were diagnosed with breast cancer or with prostate cancer. Participants 
also tended to have a higher level of education, and the mean age of patients was 54.48 years and 
the mean age of the partners was 53.37 years.  In most studies the intervention groups had 
significantly better outcomes compared to the control and comparison groups; the effect sizes 
ranged from small to moderate.  The authors noted that “Couple-based interventions tended to 
have the greatest impact on improving outcomes such as couple communication, psychological 
distress, relationship functioning” (Badr & Krebs, 2012, p. 9).  The limitations of the reviewed 
studies included incomplete information about attrition, randomization procedures, and treatment-
as-usual conditions.  Another limitation was that most couples in the reviewed studies were white, 
middle class, and heterosexual. 
 
Only one study was noted by Regan et al. (2012) to have recruited a minority sample.  This study 
was conducted by Campbell and colleagues (2007) and explored the efficacy of a telephone-
based coping skills training intervention with African American men who were prostate survivors 
and their partners.  The intervention group had significantly better quality of life outcomes than 
the care as usual comparison group.  The authors recommended that more research should be 
conducted with understudied minority populations. 
 
These reviews suggest that many couple-based intervention studies have been conducted with 
some level of success.  It is clear that ensuring a large enough sample size for statistical power 
and analyzing dyadic data from both cancer patients and their partners is essential for future 
research. The biggest gap is the lack of sample diversity in most prior studies, particularly the 
lack of racial diversity.  As a result, the generalizability of many couple-based psychosocial 
cancer interventions is uncertain until more studies are conducted with diverse populations, like 
our proposed pilot study with a diverse sample of couples using the Hold Me Tight EFT program 
which is briefly reviewed below. 
 
Review of Hold Me Tight (HMT) Emotionally Focused (EFT) Research   
The “Hold Me Tight” Couple Intervention Program: Conversations for Connection (Johnson, 
2009) was originally developed to help couples “repair, enhance, and continually grow their love 
relationship” (Johnson, 2009) in small group settings. The “Hold Me Tight” (HMT) (Johnson, 
2009) program is theoretically guided by Emotionally Focused Therapy (EFT) (Johnson & 
Greenberg, 1985), one of the most empirically validated approaches for couples in distressed 
relationships (Johnson et al., 1999). Ten studies have investigated the effectiveness of EFT with 
distressed couples (Cloutier, et. al., 2002; Dandeneau & Johnson, 1994; Dessaulles, 1991; 
Goldman & Greenberg, 1992; James, 1991; Johnson & Greenberg, 1985a; Johnson & Greenberg, 
1985b; Johnson & Talitman, 1997; MacPhee, Johnson, & Van der Veer, 1995; Walker, Johnson, 
Manion, & Cloutier, 1996). These studies were randomized clinical trials in which couples who 
had been in EFT were compared to those couples who were in different treatment approaches, 
who were on the waiting list for treatment, or who served as their own controls.  
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The original curriculum of Hold Me Tight (HMT) involves a structured group intervention which 
is conducted during 8 weekly meetings. The primary goal of HMT is to use psycho-education 
materials, group discussion via training video segments, and dyadic in-group experiential 
exercises to identify and to address any obstacles in the couple’s relationship to promote partners’ 
emotional bonds and more secure attachment to each other.  
 
Despite of the strong evidence that supports the effectiveness of EFT, there is no existing 
literature supporting the effectiveness of Hold Me Tight (HMT) with oncology patient 
populations. However, we believe that oncology patients can benefit from this intervention for the 
following reasons:  
 
1. Couples where one partner is diagnosed with cancer often experience less intimacy, a 
lack of mutual support and cohesion, lower relationship satisfaction (Couper et al., 2006), 
and greater marital conflict (Nishimoto, Mantel, & Hamovitch, 1988). HMT can help to 
target these negative psychological and relational outcomes among couples coping with 
cancer. 
2. An association has been reported between the cancer diagnosis and elevated rates of 
depression (Kolbasovsky, 2008). There is empirical evidence supporting the effectiveness 
of EFT in reducing depressive symptoms via strengthened relationship bonds (Danton, 
Golden, Walsh, 2003; Dessualles & Johnson, 2003). In the HMT curriculum, the group 
facilitators will help partners re-secure their relationship connection during first three 
sessions (weeks 1, 2, & 3) which is described in more detail below. 
3. Sexual issues (e.g., libido, sexual dysfunction, body images) are commonly reported by 
cancer patients (Kolbasovsky, 2008) but not often addressed among patients with prostate 
and breast cancer. In the HMT curriculum, one session (week 5) is dedicated to providing 
tools to facilitate more open communication between partners about these sensitive 
relational issues.  
4. Compared to couple’s therapy that may be emotionally, financially, and physically 
overwhelming for oncology patients, a structured short-term group intervention (6 
sessions) may not only reduce relationship distress, but may also provide social support 
and improve the psychosocial health of the patient and his/her partner.  In the HMT 
curriculum, the group facilitators will help partners openly share any concerns related to 
cancer prognosis, coping, and adjustment, as well as dealing the sense of loss and fear 
during the fourth session (week 4). By openly addressing these issues and fears, partners 
can increase cohesion and closeness to each other so that they do not fight the cancer 
alone, but together as a securely attached and emotionally responsive couple.  Informed 
by prior research with couples coping with cancer, the following cancer relevant content 
will be added to the HMT support group couple intervention. 
 
Cancer Relevant Content for Hold Me Tight (HMT) Protocol 
1. Couples will first be introduced to the HMT couple-based intervention and will be oriented 
regarding how cancer affects individual and relationship functioning, and the group facilitator 
will lead a discussion of their specific experiences within these domains. 
2. Couples will be taught problem-solving skills to help them make decisions related to their 
oncology treatments (e.g., diagnosis, surgery, chemotherapy, radiation, hormone treatment) and 
practical assistance that is needed. Couples will then be guided to practice these skills with each 
other in session (e.g., which treatment regime will the cancer patient pursue, what additional child 
care and family support needs to be obtained during active treatment). 
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3. Couples will be taught emotional expressiveness skills to help them share their thoughts and 
feelings about the cancer experience with the overall goal of facilitating partners’ emotional and 
social support of one another.  
4. Couples will be practice these skills both inside and outside of the 6-session support group 
(e.g., the cancer patient shares feelings about losing his/her hair, the partner or spouse expresses 
his/her concern that his/her partner is not resting enough). 
5. Couples will be oriented to the psychological and physical effects of cancer treatment 
regarding how it affects both women’s and men’s sexual functioning and will be encouraged to 
openly discuss any experiences of these side-effects of cancer treatment. Then using the 
communication and attunement/attachment promoting skills learned during the HMT sessions, 
group facilitators will help couples more openly discuss these experiences to help improve the 
quality of the couple’s physical relationship, despite the challenges they may be having at this 
tough time. 
6. Couples will be presented with a variety of ways that individuals can find meaning and 
experience personal growth during difficult experiences, like cancer. To help promote more 
positive experiences during the cancer experience, couples will be invited to share observations of 
their own personal growth and to discuss changes they would like to make in their lives using the 
communication and attachment promoting relationship skills learned during the HMT sessions. 
7. Couples will be encouraged to review previous sessions, group facilitators will help them 
address any remaining issues as appropriate (e.g., each partner’s fear that the cancer will recur), 
including what the couple may need to address in the future (e.g., how the couple will approach 
check-ups so that both partners feel emotionally supported). 
 
In the next section, we described how the 8-session HMT intervention has been adapted to 6 
sessions in order to not fatigue couples coping with cancer. 
 
Modified HMT curriculum from 8 to 6-sessions for Couples Coping with Cancer 
The modified 6-session HMT group intervention is designed to help partners regain 
responsiveness and accessibility in the relationship through directly addressing obstacles (session 
1-3), promoting closeness (session 4), and then providing couples with communication tools to 
better attend to relationship difficulties related to cancer (session 5-6). One free copy of the Hold 
Me Tight self-help book will be provided to each couple during the first support group meeting 
which they will be encouraged to read in between the 6 couple support group sessions (90 minute 
sessions) which are described in detail below. 
 
Session 1: Introductions & Recognizing the Demon Dialogues 
• Introduction to the program by the group facilitator(s).  
• Couples introduce themselves and share what they would like to gain from the HMT 
program. 
• The facilitator(s) introduce key concepts, including everyone’s need for connection, 
attachment positions (pursuer vs. withdrawer), and the negative effects of an escalated 
cycle of interaction.  
• The group watches selected DVD segments and discuss the role he/she each plays in the 
interactional cycle. 
• Couples complete dyadic exercises. 
• Facilitator encourages sharing the impact of the exercises during the group. 
• Facilitator summarizes the session and then presents homework to complete before the 
next session (HMT p. 95-96). 
 
Session 2: Finding the Raw Spots in the Demon Dialogues 
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• Facilitator recaps the previous session and leads a discussion of the homework 
experience. 
• Facilitator outlines the concept of underlying feelings, unmet attachment needs, 
attachment behaviors, and internal working models. Facilitator emphasizes the changes in 
their relationships and behaviors after the diagnosis of cancer. Facilitator validates and 
normalizes these psychological and relational changes. 
• The group members watch the selected DVD segments and then discuss them. 
• Couples complete dyadic exercise. 
• Facilitator encourages sharing the impact of the exercises in the group. 
• Facilitator summarizes the session and presents homework (HMT p. 118-120) to be 
completed before the next session. 
 
Session 3: Becoming Open and Responsive 
• Facilitator recaps the previous session and leads a discussion of the homework 
experience. 
• Facilitator outlines the concept of accessibility, responsiveness, and engagement. 
• The group members watch the selected DVD segments and then discuss them. 
• Couples complete the dyadic exercise. 
• Facilitator encourages sharing about the impact of the exercises in the group. 
• Facilitator summarizes the session and presents homework (HMT p. 158) to be 
completed before the next session. 
 
Session 4: Forgiving Injuries and Trusting Again 
• Facilitator recaps the previous session and leads a discussion of the homework 
experience. 
• Facilitator outlines the concept of attachment injuries and its negative effect on individual 
partners and on the couple’s relationship. 
• The group members watch the selected DVD segments and then discuss them. 
• Couples complete the dyadic exercise. 
• Facilitator encourages sharing the impact of the exercises in the group. 
• Facilitator summarizes the session and presents homework (HMT p. 181) to be 
completed before the next session. 
 
Session 5: Tender Touch and Synchrony Sex 
• Facilitator recaps the previous session and leads a discussion of the homework 
experience. 
• Facilitator outlines commonly reported sexual issues related to a cancer diagnosis and 
treatment regimens, provides psycho-educational information and normalizes the 
difficulties partners may be facing together. 
• Couples complete the dyadic exercise. 
• Facilitator encourages sharing the impact of the exercises in the group. 
• Facilitator summarizes the session and presents homework (HMT p. 195) to be 
completed before the next session. 
 
Session 6: Caring for Yourself and Your relationship 
• Facilitator recaps the previous session and leads a discussion of the homework 
experience. 
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• Facilitator summarizes 6 different ways of caring for the relationship (HMT conversation 
7) 
• The group members watch the selected DVD segments and then discuss them. 
• Couples complete the dyadic exercise. 
• Facilitator encourages sharing the impact of the exercises in the group. 
• Wrapping up and ending the group. 
 
In addition to adding cancer relevant information to HMT and making it a 6-session couple 
support group (vs 8) so couples are not fatigued during cancer treatment, we will attend to 
making the HMT culturally relevant which is described below so the intervention is acceptable to 
a diverse sample of couples. 
 
Culturally Adapting the Hold Me Tight Intervention 
Coker and Huang (2010) described several issues which can negatively affect minorities’ 
involvement in clinical research studies. These include: 1) the tendency to mistrust clinical 
researchers because of a history of exploitation, 2) a lack of knowledge about research and the 
informed consent process, 3) failure of researchers to actively recruit minority participants, 4) 
potential stigma for participants, and 5) financial and structural barriers. We learned in our 
previous studies with African American parents coping with cancer that it is very important to 
understand the historical context of ethnic/racial groups, to partner and to build trust with 
community leaders, and to engage in self-examination as clinical researchers.  
We understand that it is important to carefully assess the population served at oncology clinics, 
before beginning recruitment efforts in order to ensure that enough potentially eligible minority 
cancer patients are available and recruitment is feasible. It is also important to maintain ongoing 
open communication with oncology providers and support staff in order to find other ways to 
help busy providers remember to introduce the study to potentially eligible participants, unless 
funding is available to hire staff who can be onsite and help to actively recruit minority oncology 
patients.   
We will demonstrate respect for couples coping with cancer and demonstrate cultural sensitive 
throughout the study and while training the facilitators to lead the group so it is culturally relevant 
for a diverse sample couples coping with cancer.  The HMT intervention protocol will be adapted 
in this pilot study and tailored to fit the specific needs of minority couples by facilitating 
culturally sensitive coping skills such as relying on faith, promoting fictive kin support, 
highlighting positives and encouraging flexibility in family roles.  
 
We will train a spiritually-informed minority therapist to discuss what to expect during the cancer 
patient’s diagnosis and treatment and to improve couple communication, attachment, and support.  
During the 6 HMT support group sessions, the group facilitators will encourage empathy among 
the couples (up to 10 in each support group), promote open communication of thoughts and 
feelings, encouraged faith, spirituality, resilience, and the utilization of fictive kin and the church 
for social support when applicable. We will train minority group facilitators to discuss what to 
expect during the cancer diagnosis and treatment, to build empathy among couples in the group, 
to promote open communication of thoughts and feelings between cancer patients and their 
partners, and to enhance culturally sensitive coping skills. Additionally, the couple intervention is 
interactive rather than passive because it will encourage couples to openly practice talking to each 
other and to address any vulnerable feelings related to the patient’s cancer and their relationship.  
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It is important to not only culturally adapt clinical models, but ensure that they are delivered in a 
culturally sensitive way.  In order to successfully engage and retain minority couples coping with 
cancer, we learned that it is important to train a minority group facilitator who can built trust with 
both the cancer patients and their partners/spouses by demonstrating cultural sensitivity and 
providing a safe environment.  Prior research suggests that many minorities prefer therapists of 
the same race and tend to have improved mental health outcomes when race is matched with 
clinical providers (Cabral et al., 2011). The therapist needs to understand the importance of 
his/her own personal awareness of spirituality, culture, family and social norms in connecting 
with minority couples coping with cancer. 
Further, in our adapted HMT 6-session intervention program we will pay participants for their 
time and for transportation, as well as provide food at each of the groups and babysitting services 
for any younger children at home. Several specific recommendations can also be made from the 
lessons we learned in our previous studies. The retention of participants may be affected by the 
level of cultural sensitivity demonstrated by group facilitators. Intentional matching of therapist’s 
and participants’ race is one way to be culturally sensitive and to retain minority participants but 
we believe that all providers can successfully run groups with minorities as long as they treat 
them with respect, dignity and use culturally relevant material.  Clinicians leading this type of 
intervention also need to locate themselves, be personable and accessible to the participants, and 
maintain a safe environment so participants can feel comfortable. Although we need to culturally 
adapt and evaluate more psychosocial cancer interventions and train more culturally sensitive 
providers, we learned that even more important is to first work harder to overcome the historical 
legacy of mistrust in minority communities in order to better recruit and engage minority cancer 
patients and their families in need of psychosocial support.    
 
  Study Design, Sample, Recruitment Process, and Procedures 
   
Study Design 
 
Using a one-arm pre-and post-intervention prospective design, a diverse sample of 30 couples 
coping with cancer (10 couples/support group or 3 support groups) will receive 6 bi-weekly 
couple support groups sessions of HMT which has been adapted for couples coping with cancer 
and for a 6-session format. Thirty cancer patients (diagnosed with Stages I, II, or III cancer in the 
past 12 months) and their spouses or partners (cohabitating for at least 1 year) after being 
screened (see Appendix B), releases of information (see Appendix C) have been obtained, and 
after consenting to participate in this support group study (see Appendix G for adult consent form 
with HIPAA requirement) will complete the 6 HMT sessions, and the pre and post intervention 
questionnaires. Couples will be informed which is also detailed in the adult consent form that if at 
any time they feel uncomfortable, they can stop participating in the support group study without 
any affect on their cancer treatment at DUCOM.  Group facilitators will check in regularly 
regarding how cancer patients and their partners are feeling in order to monitor subjects for safety 
and to minimize risks. 
 
We will compare the pre-test and post-test measures for the 30 couples (3 support groups with 10 
couples/group @ 6 sessions/group) to evaluate HLM’s effectiveness, acceptability, and 
feasibility. 
                                                                               Couples Coping with Cancer        
 
203
 
Sample 
 
Couples will qualify for this pilot study, if the husband, wife, or partner (living with a partner for 
1 year or more) has been diagnosed with stages I, II, III cancer within the past 12 months. A total 
of 30 Caucasian and minority couples will be recruited from Drexel University College of 
Medicine Department of Radiation Oncology (see Appendix A for letter of support from Co-PI 
Dr. Komarnicky).  We will not include adults unable to consent, pregnant women, prisoners or 
individuals who are not yet adults. Below is the inclusion and exclusion criteria: 
 
Inclusion criteria:  
 1) married and partnered (living with partner for at least 1-year) couples  
2)  one of the partners has been diagnosed with stage  I, II, or III cancer within the past 12 
months.  
 
Exclusion criteria:  
1) couples where a partner has been diagnosed with Stages 0 or  IV cancer 
2) couples where a partner has been diagnosed with Stages I, II, or III cancer more than 12 
months ago  
3)  couples who are currently in individual, couple or family therapy  
4)   Non-English speaking 
5)  Evidence of psychosis 
6)  Mental retardation or other cognitive deficits that would impair ability to understand 
questions or to actively participate in HMT support group 
 
Screening for Eligibility  
A  brief screening form (see Appendix B) will be used to determine eligibility for the 6-session 
bi-weekly HMT couple support group (married or cohabitating couples where one partner has 
been diagnosed with stage I, II or III cancer in the past 12 months who are interested in 
volunteering for a 6 session couple support group). If a cancer patient is interested then Donatella 
Richard or Tamika Jackson-Leung (clinical social workers at DUCOM’s Radiation Oncology 
Department), the nurse navigator (Mary), inpatient care manager (17th floor, Jamie) and 
outpatient care manager (15th floor Kim) will have the cancer patient sign a release of information 
(see Appendix C) giving the PI (Davey) two Co-PIs (Liu and Komarnicky) and key personnel 
(Lynch) permission to contact them about volunteering for the support group.  
 
Contact information for Source of Referrals from DUCOM providers/staff: 
 
 
Donatella Richard and Tameka.Jackson-Leung@DrexelMed.edu---oncology social workers 
will  
Use a brief screening form to determine eligibility for the couple support group (married or 
cohabitating couples where one partner has been diagnosed with stage I, II or III cancer in the 
past 12 months who are interested in a 6 session couple support group). If a patient is interested 
then Donatella Richard or Tamika Jackson-Leung would have the patient sign a release of 
information giving the research team permission to contact them about the support group. 
 
Denise O’Donnell each week will print out the names of all new patients to Radonc and have the 
nurse first screen for eligibility and then talk to the cancer patient to see if he/she would like to 
volunteer for the couple support group.  Patient will sign the release of information, giving the 
research team permission to contact the patient about the couple support group. 
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Jamie who is the care manager on the inpatient unit on the 17th floor and Kim who is the 
outpatient manager on the 15th floor will do the same screening process, get the ROI and then 
contact us with names/contact information of patients who are interested. 
 
Finally, the nurse navigator, Mary, will screen and then ask patients if they want to volunteer for 
the support group, get the ROI and then let us know who would like to be contacted about the 
group. 
 
Procedures 
Interested cancer patients and their spouses or partners who fit the eligibility criteria and who are 
first screened (see Appendix B for screening tool) will be contacted about the study and sent an 
information packet after signing a release of information (see Appendix D) consenting to be 
contacted by the research team. The HLM support group intervention involves 6 bi-weekly 
support group sessions over 12 weeks. Two group facilitators (one minority therapist) will be 
trained to deliver the HLM adapted support group by Co-PI Liu using the HLM cancer adapted 
treatment manual. Group facilitators will be supervised bi-weekly by Co-PI Liu and all support 
group sessions will be videotaped to assess for treatment fidelity (see Appendix H for treatment 
fidelity checklist) by the team for the HLM intervention modality. 
  
Tokens for transportation to each session, babysitting for younger children at home, and 
refreshments will be provided at each group session which is being funded by an internal grant 
provided by DUCOM Radonc Department (approximately 10k—see budget at end of proposal). 
Additionally, cancer patients and their spouses/partners will receive financial remuneration (each 
couple will receive a total of $120 dollars) after completing each group session and after filling 
out baseline and post-test surveys.  
 
Measures 
 
The pre and post-test measures which are all included in Appendix H assess for couple’s 
perceptions of adult attachment (ECR-S) and couple attachment (BARE), relationship satisfaction 
(RDAS), symptoms of depression (BDI-II H) and the impact of cancer on both the cancer patient 
(Functional Assessment of Cancer Therapy-FACT-G) and his/her partner or spouse (Impact of 
Event Scale-IES).  The couple’s evaluation of the intervention (consumer satisfaction scale), and 
the HLM conversation rating scale will also be completed and evaluated at post-intervention.  
      
Table 1 (below) lists the constructs, measures and reporters in this proposed pilot study.  The 
measures to assess constructs of interest were selected with the following criteria in mind:  (1) 
adequate reliability and validity data; (2) prior use with minority samples; and, (3) prior use in 
research on couple’s outcomes. The constructs and measures are grouped as follows: (1) General 
and Program Descriptive, (2) Couple/Dyadic Points of Intervention, (3) Adult Outcomes, and (4) 
Cancer Specific Distress 
 
Table 1 
     Constructs, Measures and Reporters 
Construct Measure Reporter 
General and Program 
Descriptive 
 Patient Partner Coder Facilitator 
Demographic Demographic Couple 
Survey 
X X   
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Attendance To be developed    X 
Treatment Fidelity Checklist to be 
developed 
    
 and videotaped   X  
Hold Me Tight Conversations 
Scale 
HLM post-intervention 
scale 
X X   
Consumer Satisfaction CS Measure  X X   
 
Relationship Points of 
Intervention 
     
Adult Attachment  ECR-S X X   
Relationships 
satisfaction/distress 
RDAS (Revised 
Dyadic Adjustment 
Scale) 
    
Couple Attachment (BARE ) Brief Accessibility, 
Responsiveness, and 
Engagement Scale 
(BARE) 
X X   
      
Adult Outcomes      
Depression BDI-II X 
 
X   
Cancer Specific Stress      
Functional Assessment of 
Cancer Therapy 
FACT-G (Version 4,0) X    
      
Impact of Cancer Impact of Event Scale X X   
      
  
Description of Measures 
General and Program Descriptive Variables 
Demographic.  We developed a self-report measure to assess the cancer patient and his or her 
partner’s/spouse’s demographic information. The cancer patient and his/her partner or spouse will 
each complete this self-report measure at baseline to assess for race/ethnicity, age, current 
employment status, total number of children, date of cancer diagnosis, stages of cancer and 
treatment status.   
 
Attendance.  One of the group facilitators will keep records tracking who attended each session. 
A couple will be counted as present if they both arrive within 30 minutes of the beginning of the 
support group session. 
 
Treatment Fidelity.  Treatment fidelity will be monitored in two ways.  First, a checklist detailing 
the key points to be covered during each of the 6 sessions has been developed by Co-PI Liu and, 
immediately after each session, will be completed by a member of the research team.  Second, all 
group sessions will be videotaped and rated by a coder on the same checklist.   
 
Hold Me Tight Conversation Scale.  The HLM conversation scale will only be administered at 
post-intervention which includes 6 likert-scale questions (1=strongly disagree to 7=strongly 
agree) which asks couples if after completing the 6 HLM support group session they understand 
their negative cycles and how they pull their partners in, can identify their sensitivities in their 
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romantic relationship, tell their partners fears, reach and tell partners their needs, identify key 
injuries and begin to heal them, talk more openly about their sexual needs, and make specific 
efforts to take care of their relationships.  
 
Couple Consumer Satisfaction (CS). Cancer patients and his/her spouse or partner will complete a 
modified version of the Consumer Satisfaction measure at post-intervention.  This measure, 
which assesses satisfaction with an intervention program, the skills taught, the teaching methods, 
and the facilitators, has been used successfully in intervention research.  
 
Relationship Points of Intervention 
Adult Attachment (ECR-S).  The Close Relationship Scale (ECR-S) is a 12 item self-report adult 
attachment style questionnaire that is reliable and valid. Based on Ainsworth's infant attachment 
styles literature, this scale measures maladaptive attachment in adulthoods who are in a romantic 
relationship. The ECR-S gives scores on the two factors important in adult attachment; anxiety 
and avoidance. The scale is designed to assess a general "trait" pattern of adult attachment as 
independently as possible from respondents’ current circumstances, and may be helpful in 
conceptualizing with clients how they approach close relationships.  
 
Results consist of two scores for the two separate factors; attachment anxiety and 
attachment avoidance. The minimum score for each scale is 7 and a maximum score of 42.  In 
addition, scores are represented in terms of percentile ranks in accordance to Wei et al.'s (1998) 
undergraduate sample, where higher percentiles represent more difficulties with adult attachment 
compared to peers. Attachment avoidance is defined as involving fear of dependence and 
interpersonal intimacy, an excessive need for self-reliance, and reluctance to self-disclose. 
Attachment anxiety is defined as involving a fear of interpersonal rejection or abandonment, an 
excessive need for approval from others, and distress when one’s partner is unavailable or 
unresponsive. 
 
People who score high on either or both of these dimensions are assumed to have an 
insecure adult attachment orientation. By contrast, people with low levels of attachment 
anxiety and avoidance can be viewed as having a secure adult attachment orientation 
(Brennan et al., 1998). In addition, higher scores are significantly and positively related to 
depression, anxiety, interpersonal distress, or loneliness. 
 
Relationship Satisfaction/Distress (RDAS).  The RDAS is a brief, self-report questionnaire 
consisting of 14 items and assessing relationship adjustment across a 6-point Likert scale (except 
for Question 11, which uses a 5-point Likert scale). The RDAS has three scales measuring 
consensus, satisfaction, and cohesion. The consensus scale consists of six questions assessing the 
level of agreement or disagreement between intimate partners on topics such as religion, 
affection, decision-making, sex, appropriate behavior, and career. The satisfaction scale consists 
of four questions investigating how frequently an intimate partner experiences distress in the 
relationship. An example of a question is: “How often do you and your partner quarrel?” 
Responses range from “All the time” to “Never.” Finally, the cohesion scale consists of four 
items assessing the frequency of shared activities and verbal connection.  
 
The RDAS has established construct, discriminant, and criterion validity with both distressed and 
non-distressed couples (Busby et al., 1995; Crane, Busby, & Larson, 1991). Busby et al. (1995) 
reported a correlation coefficient of .97 (p<.01) between the DAS and the RDAS. The authors 
also calculated a high Cronbach’s alpha of .90, establishing the internal consistency and 
reliability of the RDAS. The possible scores for the RDAS range from 0 to 69, and higher scores 
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indicate higher levels of relationship adjustment. According to Crane (1996), the clinical cut-off 
for relationship distress is an RDAS score greater than 45. Specifically, Crane set up the 
following categories to assess relationship distress: non-distressed >45; moderately distressed 32–
45; and severely distressed < 32.  
 
Couple Attachment (BARE). The Brief Accessibility, Responsiveness, and Engagement (BARE) 
scale is a 12-item self-report tool for measuring attachment behavior in couple relationships. In 
addition to focusing on the central attachment behaviors of accessibility and responsiveness, this 
instrument highlights the key role of engagement in couple bonding. The BARE is a short, 
systemic, self-report measure of attachment behaviors in couple relationships. Both classical 
testing theory and item response theory were used to test the psychometric properties of the 
instrument. The BARE demonstrated appropriate reliability and validity while maintaining its 
brevity and potential usefulness for clinicians and researchers. The BARE also accurately 
predicted the key relationship outcomes of stability and satisfaction.  
 
The BARE is predictive of relationship satisfaction and stability, key outcomes that are of central 
concern to both clients and communities because marital disruption, particularly in the presence 
of children, has long term personal and societal costs (Caldwell, Woolley, & Caldwell, 2007). 
The results suggest that by working to improve a couple’s level of attachment, a clinician can also 
help to foster stability and improve satisfaction. Finally, the BARE can help interventionists 
identify attachment related concerns and adapt established attachment based programs to foster 
specific behaviors to enhance levels of accessibility, responsiveness, and engagement.  
 
Adult Outcomes 
Depression (BDI-II).  This self-report measure is a 21-question multiple choice self-report 
inventory (Beck, 1996) which is one of the most widely used instruments for measuring the 
severity of depression. In its current version the questionnaire is designed for individuals aged 13 
and over, and is composed of items relating to symptoms of depression such as hopelessness and 
irritability, cognitions such as guilt or feelings of being punished, as well as physical symptoms 
such as fatigue, weight loss, and lack of interest in sex. 
 
Like the BDI, the BDI-II also contains 21 questions, each answer being scored on a scale value of 
0 to 3. The cutoffs used differ from the original: 0–13: minimal depression; 14–19: mild 
depression; 20–28: moderate depression; and 29–63: severe depression. Higher total scores 
indicate more severe depressive symptoms. 
 
Cancer Specific Stress Outcomes 
Functional Assessment of Cancer Therapy (FACT-G, Version 4.0). FACT-G (now version 4) is a 
27-item compilation of general questions divided into 4 primary QOL domains: physical well-
being, social/family well-being, emotional well-being, and functional well-being. This self-report 
instrument developed for cancer patients has been under development since 1987 (developed by 
Dr. David Cella) and represents the generic core questionnaire that is often combined with cancer 
site-specific questionnaires. FACT-G takes about 5-10 minutes to complete and has been written 
at the 6th grade level.  
 
FACT-G was developed initially with 135 patients with advanced cancer, then validated on a 
second sample of 630 patients with a variety of cancers of different stages. Patients rate all items 
using a 5-point rating scale ranging from “not at all” to “very much”. The measure yields 
information about total quality of life as well as the dimensions listed above. FACT-G is able to 
distinguish between stage I, II, III and IV disease (p<.05). Concurrent validity is supported by 
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strong Pearson correlations with the Functional Living Index – Cancer (.79) and the patient-
completed version of the QL index (0.74).  
 
Impact of Cancer (Impact of Events Scale).  The Impact of Event Scale (IES) is a short set of 15 
questions that can measure the amount of distress that a participant associates with a specific 
event.  Developed in 1979 by Mardi Horowitz, Nancy Wilner, and William Alvarez, it continues 
to find use in research and with mental health professionals worldwide.  The test is often useful in 
measuring the impact that a person experiences following a traumatic event (e.g., cancer 
diagnosis and treatment).  Studies show the IES valuable in spotting both trauma and less intense 
forms of stress. It will show how much an impact event is currently bothering you.  The IES is 
even capable of detecting the affect of the most severe impact events, those that can leave you 
suffering from Post Traumatic Stress Disorder (PTSD).  
      
 
Analysis Plan 
Our study design includes 30 couples [10 couples/support group @ 6 sessions (90 minutes 
/session)].  Measures will be obtained at baseline and at post-treatment.  To test our specific aim, 
we will use repeated measures analysis of variance, testing a within-subjects main effect of time.  
Evidence that our couple’s intervention is effective will be evidenced by the presence of a 
significant time effect.  Given that the proposed research is to serve as preliminary pilot data 
guiding future intervention research, we anticipate relaxing the usual criteria for testing statistical 
significance.  Instead, we will focus on estimating effect sizes and confidence intervals for study 
treatment effects. 
 
Dissemination Plan 
 
The PIs will present findings at the Annual Collaborative Family Health Care Association 
Meeting and at the Annual Association of Marriage and Family Therapy Conference.  The 
audience includes medical family therapists, psychologists, and oncologists who would benefit 
from findings in further developing psychosocial support programs to cancer patients and their 
families.  Drs. Davey, Liu, and Komarnicky and Ms. Lynch will submit at least 2 manuscripts to 
medical family therapy and psychosocial oncology journals.  Pilot data will then be competitive 
for federal funding to identify moderators of treatment (race, age, sex, gender of cancer patient, 
stage of cancer and family structure). 
 
Benefits of the proposed project include: 
1. Identification of issues of concern for a diverse sample of couples coping with cancer 
and 
2. adaptation of the evidence-base model (Hold Me Tight:EFT) so it is more culturally 
relevant for this population.    
3. Learning how to best recruit and retain this vulnerable population of couples in a 
couple’s-focused evidence based prevention program, Hold Me Tight.   
4. Adding compelling pilot data and real world experiences of a diverse sample of 
couples coping with cancer and examining the acceptability and feasibility of Hold Me 
Tight for couples coping with cancer in a spouse or partner. 
 
1 Year Budget (Funded internally by DUCOM, Dr. Lydia Komarnicky) 
September , 2013-September 2014 
 
• Advertisement- brochures, posters= $200 
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• Assessment tools- purchasing questionnaires, copying expenses= $400 
 
• Couples- compensation for participation-  
o $10 for each support group plus $30/partner or $60/couple for completing 
the entire study including all assessments. Total of $120 per couple @30 couples 
= $3,600.00 
 
• Refreshments- $30 per session @ 18 sessions = $ 540.00 
 
• Transportation tokens- 2 tokens @ $3.10/ 2 tokens for 60 participants (30 couples) for 6 
sessions  = $1116.00 
 
• 2 EFT Therapist fees $150 per 2 hour session @ 18 sessions (6 sessions per group @ 3 
groups)= $2700.00 +$300.00/2 hours of training  for 2 therapists in EFT=$3000.00 
 
• 30 copies of Hold Me Tight book for each couple @$15.00=$450.00 
 
• Babysitting services for younger siblings of participants= 3 groups (6 sessions/group) X 2 
hours/group =36 hours of babysitting@$20.00/hour= $720.00 
 
 
Total Estimated Budget for 1-year pilot for couples coping with cancer= $10, 026.00 
 
Note, that we will provide a research assistant=20 hours/ week and our time in kind to train the 
therapists, to run the 18 group sessions (90 minutes-2 hours/session), and to assess couples at 
pre/post, and we have two video cameras to assess for treatment fidelity.   
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 Couples' Support Group 
Facilitator’s Manual  
~ An Adaptation of Hold Me Tight By Dr. Sue Johnson 
for Cancer Patients 
Fa 
 
 
 
 
 
So what are the Conversations that help us connect and cope 
with difficult life conditions? 
 
 
I. Recognizing Demon Dialogues 
II. Finding the Raw Spots 
III. Revisiting a Rocky Moment: Becoming Open and Responsive 
IV. Forgiving Injuries and Trust Again 
V. Bonding Through Sex and Touch 
VI. Caring for Yourself and Your relationship 
CARE 
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Conversation 1: Recognizing the 
Demon Dialogues: Are we fighting the 
dragon together? 
 
 
 
Summary of Session 1: 
 
1. Introduction of the goals and themes of the group and stressors related to cancer. 
2. Facilitator outlines the key concepts of conversation 1: Recognizing the Demon Dialogues. Two 
facilitators use example 1 to do a role-play in front of the whole group, and leads the group discussion 
(30 minutes). 
3. Complete the ARE questionnaire and share this with their partners (first in-class exercise, 15 minutes). 
4. Couples then complete the second in-class exercises given below (40 minutes). 
5. Facilitator encourages couples to share the impact of the exercise with the bigger group and how they 
are coping with the cancer diagnosis and treatment (15 minutes). 
6. Facilitator summarizes the session and presents homework (10 minutes) 
 
Introduction 
First the group facilitators introduce themselves. Then group facilitators ask the couples in the group to share about 
themselves and how they have been coping with the cancer diagnosis and treatment. Finally group facilitators ask 
each couple what they would like to learn in this group. 
 
When we are in stressful or life threatening situations like coping with cancer and the tough oncology treatment 
regimen (e.g., diagnosis, surgery, radiation, chemotherapy) in a partner or spouse, we need comfort and support to 
get through this difficult time together. However, there are often roadblocks that keep us from getting what we 
need from each other. Sometimes, it is caused by misunderstandings or poor communication when we feel upset or 
hurt. Sometimes, it is caused by our usual ways of responding to one another that creates more disconnection. In 
this class, we will learn about our usual ways of interacting with each other that unfortunately create(s) 
disconnection, and find ways to stop it so we can help each other connect and cope with the cancer together in 
loving and supportive ways. 
 
 
  
 
Key Concepts of conversation1: 
 
•Find the Bad Guy: (It can’t be me!) Blame – Blame, Attack – Attack 
 
•The Protest Polka: One of you criticizes, controls, complains – the other avoids, defends, and 
stonewalls 
 
•Freeze & Flee: Mutual withdrawal into helplessness and hopelessness. 
Note: You can do all three Demon Dialogues, but usually one is front and center. 
 
 
Demon Dialogue 1: Find the Bad Guy 
 
Characteristics of this dialogue are: 
• Our eyeballs face out (It can’t be me!). 
• We search for a start to the cycle. 
• We define the other person and the relationship in absolutes. 
• Main emotion seems to be anger. 
• Both spouses/partners feel trapped in the cycle. The dialogue dead ends. There are no winners. And 
partners get sucked into the details or content of the issue. 
 
As a result of this, spouses or partners get caught in a negative spiral: the more one partner attacks 
the more dangerous or unsafe you appear to your spouse or partner. When the other partner senses 
danger, he/she will watch his/her back, defend, or stonewall creating more disconnection, hurt, and 
feeling alone as you cope with cancer. 
 
Demon Dialogue 2: The Protest Polka 
 
This dominant dialogue is deadly for love relationships. This dialogue is all about attachment where 
both of you are protesting your lack of connection to each other. In this dialogue, your attachment 
agenda, including your emotions and needs are hidden. When they are hidden, the attachment 
messages you send to your spouse or partner are ambiguous or unclear. 
 
The spiral is endless: the more disconnected or dismissed one of you feels, the more both of you will 
complain, demand, get critical, and pursue your spouse or partner. When I do this, I look dangerous or 
feel unsafe to you so you move away, defend yourself, shut down and shut me out. The more... 
 
Demon Dialogue 3: Freeze & Flee 
 
This Demon Dialogue describes mutual withdrawal where you both disconnect from each other, and the 
relationship dance grinds to a halt. Frozen defense and denial occurs – where both of you do not take 
  
 
risks with each other to heal the issue or to resolve the conflict. Often this is because of a chronic 
Protest Polka. Spouses or partners feel hopeless, and consequently give up on being loved or asking for 
what they need from each other. Spouses/partners stop touching, stop having sex, and become 
strangers to each other. An icy emptiness emerges, a depressing feeling which is a prelude or comes 
before detachment. 
 
This spiral looks like this: The more I hold back and shut down my feelings, the more careful and 
distant you become. The more distant you are, the more I go into my shell and disconnect from you 
to feel safe and to avoid being hurt again because I feel that you are not there for me when I feel 
vulnerable and scared (while I am coping with cancer), leaving us both feeling all alone and 
unsupported. 
 
Example 1: 
Jane, a police officer and a competitive swimmer, found a golf ball-sized lump in her right breast when 
she was 36 years old. It turned out to be stage-3 breast cancer. Jane immediately began 4 months of 
aggressive chemotherapy. She had a quadrectomy (removed of ¼ of her breast where the tumor was 
located) over the past summer and she will soon start chemotherapy and radiation therapy for the next 6 
months.  
This has been a difficult process for Jane and her partner Sam. Jane is taking a medical leave from work 
while she undergoes this tough treatment regimen. She has not been actively involved in household 
responsibilities and physical activities that she used to enjoy because of the constant fatigue from the 
chemotherapy and radiation treatment. Jane feels guilty for dumping all of the household responsibilities 
onto Sam, and feels frustrated because she does not feel energetic and is not the independent person she 
used to be. Moreover, she feels frightened for her health and the process of cancer treatment.  
Jane sometimes feels shut down and ignored by Sam. Part of her understands and feels guilty that Sam is 
also tired and exhausted because he is working all day and has had to pick up some of the childrearing 
responsibilities and consequently is not always in the mood to talk to her or to cuddle. However, the other 
part of her feels angry and hurt by his growing distance. It worries her to see the deep frown on Sam’s 
face whenever she tries to approach him and to talk about her fears about the cancer treatment and 
prognosis. Jane feels sad, lonely and isolated and often feels like she is coping with the cancer diagnosis 
and the side effects from the cancer treatment on her own, especially when he seems to be cold and 
annoyed with her when she tries to approach him for comfort. Jane often feels that Sam is not interested 
in listening to her fears and worries and feels like he just wants her to “get over it” and go through the 
treatment without complaining or expressing her feelings to him. 
On the other hand, Sam is exhausted, worried, and spent, too. He has to be the primary caregiver for 
Jane and for their two young children (ages 6 and 10), and also go to most of Jane’s medical 
appointments with her.  Sam feels a lot of pressure to be the strong partner at home, to keep Jane’s 
spirits up, and to comfort their young children when they feel scared about their mother’s cancer. When 
Jane is upset, Sam feels more pressure and does not have the energy to deal with what he perceives as 
her moodiness and anxiety. Sam does not feel appreciated when Jane keeps asking more and more from 
him; he feels that spread too thin juggling double duty as a parent while she is navigating the fatigue and 
emotional distress from the cancer treatment. Sam has never told Jane about his fear of losing her in the 
  
 
future and how much it hurts him to see her in so much discomfort. He feels fearful and struggles, 
especially after she receives her chemotherapy treatment which leaves her even more tired, sick, and 
nauseous the next day. He keeps his negative feelings from Jane because he does not want to burden her 
as she navigates the treatment and does not want to make her feel worse about the situation. Sam 
sometimes wonders how much longer can he can keep doing this but does not like to dwell on his fears 
because, “it is not going to help with the situation and work still needs to be done.” He describes himself 
as a “lone soldier” with limited backup and support and little validation from Jane. 
As a result, Jane feels alone, hurt, scared, and guilty, and Sam also feels alone, tired, and scared. Jane 
feels rejected and Sam feels that he does not measure up to Jane’s standards; that in her eyes he is not 
performing well as a husband and father while she is being treated for breast cancer. Yet they do not 
share their feelings with each other and are unable to talk openly about Jane’s cancer and how it is 
affecting their relationship to each other. Their relationship has consequently become distant most of the 
time as they often avoid discussing anything in-depth, especially their true feelings and fears about the 
cancer and their future. Sometimes when Jane protests in anger and frustration, Sam becomes quieter 
and withdraws further from her, making them both feel further alone and unloved.  
 
Suggested Discussion Topics for Example 1: 
 
1. What is Jane and Sam’s cycle? Tell us about their Demon Dialogue? 
2. How does each partner act in a way that pulls for a negative reaction from the other partner? 
3. How are they both victims of the Demon Dialogues? 
4. Which partner could each member of the group most easily identify with? 
  
 
Script for Role-Play: 
 
Jane: You look tired today. 
Sam: I am fine. I just have a lot on my mind. 
Jane: What’s on your mind? Can I help? 
Sam: It is just work related stuff. You don’t have to worry about it. What would you like for dinner? 
Jane: I will go back to see Dr. Jones tomorrow for my follow-up. I am anxious to find out the test results 
to see if the tumor is responding well to the chemotherapy and shrinking.  
Sam: You will be fine. Your last follow-up came back ok and Dr. Jones said that you were doing great, 
that the treatment was working well. Try to stay positive. 
Jane: I am trying to stay positive--I just want to share with you my fears and worries before my doctor’s 
appointment.  
  
 
Sam: There is nothing to worry about. All you need to do at this point is to take good care of yourself. 
Jane: (becoming defensive and angry) I am taking good care of myself and there is nothing wrong with 
me feeling anxious. There is always a chance that the cancer may not respond well to the treatment 
and could come back in the future after I complete the chemotherapy and radiation. Why can’t I be 
worried about it? 
Sam: You can worry about it when it actually happens. Don’t scare yourself and dwell on the negative 
when there is nothing to be scared of, just wait for the doctor’s appointment. 
Jane: You just don’t want to talk about it and you just don’t understand. Why can’t you just be there for 
me? (angrily) 
Sam: I am not here for you? (Logical tone) I was with you for all of your doctor’s appointments. I am 
taking care of our two children and the house while also working full-time. This conversation is 
getting ridiculous; you are not being logical. Can we just have a peaceful and quiet dinner?  
Jane: I am trying to help as much as my body allows. You make it sound like it is my fault. I did not ask 
to get breast cancer. I need a partner who can listen, bear witness, and understand how difficult 
this is for me and you are not there for me.   
Sam: Can we just finish dinner (stonewalling)? I really don’t want to argue with you, especially with the 
children in the other room. 
 
 
 
  
 
  
 
1st in-class Didactic Exercise:  
 
Complete the ARE questionnaire and share with each other. 
 
During moments of doubt or disconnection, the question is: A.R.E.* you there for me? When the 
answer to this question is “no” or “maybe,” Demon Dialogues often result. 
• (A = Accessible, R = Responsive, E = Engaged) 
 
2nd in-class Didactic Exercise:  
 
Demon Dialogue: Exercise 1 
 
When you suddenly find that you are not feeling safely connected to your partner, what do you usually 
do? See if you can find a word in the list below that describes your response. Then, share this with 
your partner. 
 
Ask yourself: When things are not going well between us, I tend to: 
Move towards you by: 
 
 Complaining Becoming critical  
 Blaming   pointing out your mistake  
 Yelling  Becoming angry 
 Telling you how to improve Expressing frustration in an angry way 
 Expressing disapproval Defining you as being THE problem 
 Making threats Prodding 
 Pursuing/Insisting that you pay attention 
 Telling you how to change 
 Insisting on making my point even if I get push 
 
Moving away from you by: 
 
 Trying to zone out Staying calm and reason with you 
 Shutting you out Stop listening and numbing out 
 Changing the subject Trying to get away 
 Defending myself and showing you that you are wrong 
 Staying silent and not responding 
 Going into my shell and stay behind a wall 
 Protecting myself by distancing 
 Refusing to talk and leaving 
 Giving up and withdrawing 
  
 
 
Demon Dialogue: Exercise 2 
 
Record the steps of your dance using a loop or a spiral, and then share with your partner. 
The more I want to  , the more you  .  
When you do  ,  
the more I do   and feel    
 
When you (specific concrete cue),  
I do not feel safely connected to you, I tend to then  (describe 
your action).  
I do this with the hope that      . 
When it doesn’t work, I decide that     (name 
catastrophic conclusion).  
I realize that the more I the more you seem to   
 . 
Then we are more and more cut off from each other. 
 
When these Demon Dialogues come for us, we could help each other and stop the spiral by: 
 
 
Homework Assignment: 
 
Homework 1: Complete exercise in the “Hold Me Tight” p. 94-97 
  
 
 
 
 
 
Conversation 2: Finding the 
Raw Spots 
 
 
 
Summary of Session 2: 
 
1. Facilitator checks in with the participants about their experiences in the first class and encourages 
them to bring up any current or old concerns and suggestions regarding how the cancer is affecting 
their relationship and their lives in general (10 minutes). 
2. Facilitator outlines the key concepts for conversation 2: Finding the Raw Spots. Two facilitators use 
example 2 to do a role-play, and to lead the group discussion (40 minutes). 
3. Couples then complete the second in-class exercise(s) described below (45 minutes). 
4. Facilitator encourages all couples to share the impact of the exercise with the bigger group (15 
minutes). 
5. Facilitator summarizes the session and presents homework (10 minutes) 
 
Key Concepts of conversation 2: 
 
What Happens When a Raw Spot is Hit? 
 
• There is a radical shift in your emotional tone & emotional reality. 
• The response may seem way out of proportion – even to you! You get off balance, go into 
instant survival mode, and step into a Demon Dialogue spiral. It can feel out of control. Feelings 
themselves get scary or trigger feelings of shame. 
• Pinpoint the attachment vulnerabilities and sensitivities that trigger and shape the Demon 
Dialogue. 
 
What Can I Do? 
 
  Look for universal raw spots (you have your own special version): 
• Deprived – emotional starvation 
• Deserted – abandoned, rejected, not valued 
 
Look for the colors of hurt: fear of rejection / abandonment / sadness & loss / longing 
& shame / fears about self. 
 
Understand that: 
  
 
 
• Raw Spots are “learned” from specific past wounds. 
• It is often hard to tune into raw spot emotions. 
• They move FAST. We pick up on secondary coping responses such as surface anger and 
numbing which cover our more primary responses & raw spots. 
• Making sense of raw spots and directly talking about them and dealing with them is the key to 
breaking the power of the Demon Dialogues moments of disconnection. 
 
Example 2: 
 
In November 2012, Paul went to see his primary care provider after months of experiencing a health 
problem. After a series of tests, including a test for PSA, Paul was immediately sent to have a biopsy with 
an oncologist and that’s when he received his cancer diagnosis. He was diagnosed with stage II prostate 
cancer. Paul immediately wanted to look into treatment options other than radical prostatectomy that his 
cancer doctor had recommended. In particular, he did not want to have surgery and was willing to do 
anything to take care of the cancer without having surgery. Paul developed an interest in alternative 
treatments other than western medicine. He has tried acupuncture, aromatherapy, biofeedback, 
hypnosis, etc.  
 
However, Mary, Paul’s wife, feels differently about her husband’s prostate cancer treatment options. Mary 
would like Paul to continue working with his oncologist, while trying out alternative treatments as a 
supplement. Their differences of opinion have led to many arguments. Mary would make a doctor’s 
appointment for Paul, and Paul would miss it or refuse to go with her. Mary would then get very angry 
with Paul when she found the herbal supplements that Paul purchased online, instead of going to his 
appointment. Mary feels that Paul is acting like a defiant child, and feels she cannot talk to him in a logical 
and reasonable way. Mary also feels shut out because Paul refuses to involve her in any of his decisions 
related to his prostate cancer treatment. 
 
Paul insists on making medical decisions on his own because “this is my body, my life.” Paul is most 
worried about how the surgery and cancer treatment will affect his ability to make love to his wife and the 
risk of incontinence that he has read is a common side-effect of the treatment. Consequently, he often 
walks away whenever Mary approaches him for a discussion and refuses to inform her of his prognosis. 
Mary usually tries to give him some space and respect, but often blows up and gets angry at him because 
she is worried and frustrated. She angrily accuses Paul of being in denial and selfish because she is afraid 
to lose him to prostate cancer. Paul flights back by calling her a “controlling bitch.” After a heated fight 
when they both have said very hurtful thing to each other, they stay distant for days without saying a 
word to each other, leaving both feeling hurt, alone, and disconnected. 
 
 
  
  
 
 
Script for Role-Play: 
 
Mary: Did you go to the doctor’s office to have a consultation with the surgeon today? 
Paul: No.  
Mary: Why not? Did you forget? I reminded you last night. 
Paul: I didn’t forget. 
Mary: Then why didn’t you go?  
Paul: I just didn’t go. 
Mary: What do you mean that you just didn’t go? Do you know how difficult it is to get an appointment 
scheduled with a prostate cancer surgeon? 
Paul: I’ve told you many times that I do not want to have a surgery so there is no reason to consult with 
an oncology surgeon. 
Mary: Why can’t you just go talk to the doctor? Maybe you will learn that there is really nothing to be 
afraid of and surgery is the best way to prevent the prostate cancer from spreading. 
Paul: I have told you this over and over again, that I know what I am doing and I don’t need your 
nagging. 
Mary: I am so sick and tired of your selfishness. You have never thought of me when you make these 
decisions. You push me away and never listen. This is not just about you. It affects me too.  
Paul: This is my life, my body, so I get to decide what I want to do. 
Mary: NO (getting loud and angry)! You don’t get it. We are married, so nothing is just about you 
anymore. This is not the first time you have made decisions without me. You don’t even bother to 
notify me or to keep me informed. And you are so stubborn.  
Paul: Why would I want to keep you informed? You just start yelling at me and try to control me. The 
more I tell you, the more you criticize me and put me down. 
Mary: I am not trying to control you. I am trying to wake you up to see the reality, instead of being a 
coward. Do you think it will change the fact that you have cancer by not going to see the doctor?  
Don’t you think that I would be worry about you? 
Paul: (yelling) Disagreeing with you doesn’t make me a coward. Every time I disagree with you, I 
become a terrible husband who has never listened to you. You have control issues and that’s not 
my problem. This is my life, my body, and I get to make the decision, end of conversation. 
  
 
 
 
Suggested Discussion Topics for Example 2: 
 
1. What are the pivotal moments or cues when each partner in the role-play shifts into attachment 
anxiety, into feeling deprived of care, disconnected, and deserted? A sense of desertion takes two 
forms: (1) Partners feel abandoned, for example, “I am alone, unseen, and unheard. I cannot get 
a response.” (2) Partners feel rejected, for example, “I am criticized and pushed. I am seen as 
inadequate, failing, and unwanted.” 
2. Which partner in the role-play could each person in the group identify with most easily? 
3. What did each partner say was a softer, more vulnerable feeling that could have led to more 
connection? 
4. How can Paul and Mary share their vulnerable feelings and have a different conversation that 
promotes more connection and support? 
5. Was it easy for Paul and Mary to share their vulnerable feelings? What got in the way of their 
sharing? 
  
 
Unpacking the Raw Spot Exercise: 
 
a. Can you identify a raw spot (a moment of instant insecurity) that reoccurs in your relationship? 
 
b. Can you pinpoint the following at the moment of insecurity:    
 
Cue – Trigger:    
 
Body Feeling:    
 
Thought – Meaning (usually catastrophic, worse case thoughts):    
 
  
 
c. Choose from the list given below and pick the word that best describes the deeper emotion that comes 
up for you in these moments. This is often some kind of fear about yourself or your partner and how he or 
she feels about you.  
 
In the moments of disconnection, deep down I feel: 
 
 Lonely Dismissed Unimportant  
 Helpless Scared Hurt 
 Hopeless Intimidated Panicked  
 Rejected Inadequate Sad 
 Failing/Ashamed Lost/Confused Isolated  
 Let down Humiliated Overwhelmed 
 Small/Insignificant Vulnerable Unwanted
 Worried/Shaky 
  
 
 
 
d. Surface feeling your spouse sees:     
 
e. And, if you shared these deeper feelings with your partner, what would happen?  
 
f. Fill in the blanks: 
When we get stuck in disconnection, I show you my    , but underneath that I feel 
    . 
 
Sometimes I don’t share these softer feelings with you because it feels    (choose 
from: hard, scary, strange, uncomfortable, wrong, useless). 
 
If you want to help me with these feelings, then right now you could    . 
 
g. Share your answers with your partner. 
 
Homework Assignment: 
 
Homework 2: Complete exercise in the “Hold Me Tight” p. 117-120 
 
 
 
 
 
 
  
 
  
   Conversation 3:  
Revisiting A Rocky Moment: 
Becoming Open & Responsive 
 
 
Summary of Session 3: 
 
1. Facilitator checks in with the participants about their experiences during the second class and 
encourages them to bring up any concerns and suggestions (10 minutes). 
2. Facilitator outlines the key concepts of conversation 3: Revisiting a Rocky Moment. Two facilitators 
use example 3 to do a role-play, and leads the group discussion (40 minutes). 
3. Couples then complete the in-class exercises given below (45 minutes). 
4. Facilitator encourages couples to share the impact of the exercise with the bigger group (15 
minutes). 
5. Facilitator summarizes the session and presents homework (10 minutes) 
 
Key Concepts of conversation 3: 
 
 
What Happens in a Rocky Moment? 
Relationship injuries, negative patterns of relating to each other, or other incidents can rub the raw 
spots and both spouses /partners can escalate quickly. Looking back on these moments, assuming a 
successful resolution, couples can build a history, a platform for repairing rifts in the relationship and 
creating a more loving connection. 
 
What Happens When My Spouse Can Hold Me Tight? 
This involves tuning into and speaking the language of attachment. Fear & longing are two sides of 
the same coin. Secure talk creates resonance. Look directly at your spouse’s or partner’s face when 
you speak. 
 
 
Goals: 
 
• Recognize a negative pattern in the relationship. 
• Declare a cease-fire (de-escalate). 
  
 
• Access fears and longings together. 
• Reestablish a warmer, loving connection – Actively build a positive bonding spiral with mutual 
accessibility and responsiveness. 
 
Example 3: 
 
Jane and Sam’s story continued. Initially, Jane was hoping that a lumpectomy would be enough to remove 
all of the cancerous tissues. She had a very difficult time accepting that she might need a quadrantectomy 
which would disfigure her breast and later require reconstructive surgery (removal of ¼ of her breast). 
When she tried to talk to Sam about her worry, she felt dismissed and angry by Sam’s response that she 
was “lucky enough” that it was not a full mastectomy (removal of both breasts). Following her surgery, 
Jane was very conscious about losing ¼ of her breast and did not want anyone, including Sam, to see her 
wound and scar. When Jane started chemotherapy, she experienced many side effects, including hair loss, 
loss of appetite, and vomiting. Jane felt that Sam was unable to empathize with her discomfort, and he 
seemed annoyed by her inability to help with household tasks. Jane, on one hand, pushed herself hard to 
do more around the house; on the other hand, she resented the fact that she had to do more when she 
was feeling ill and Sam’s lack of appreciation just made her angrier.  She needed reassurance from Sam 
that she is still attractive and beautiful in his eyes but did not feel safe enough to ask him directly.  
 
As for Sam, he felt exhausted and stressed. He did not want to add more burden to Jane by sharing his 
fears and sadness. Sam felt that he had to be the strong one for the family so he tried not to think about 
his fear of losing Jane and the sadness about all the changes which had occurred since Jane’s cancer 
diagnose. He focused on task completion and avoided any conversation that might stir up negative feelings. 
Sam knew that Jane was very conscious about her body after the surgery, but he did not know how to 
make her feel better. He didn’t think he could help Jane and didn’t want to be criticized or blamed when he 
said the wrong thing, so he either avoided the subject completely or gave her a minimal response. 
 
Script for Role-Play: 
 
Jane was silent most of the evening. She would talk only about the children and shared household tasks 
but not to Sam about her feelings. 
Sam: Can you pick up the children from school tomorrow? I have a meeting in the afternoon. 
Jane: (head down, coldly) Yes. 
Sam: What’s wrong with you today? Why can’t we just have a quiet evening without any drama? 
  
 
Jane: (angrily) Drama? I kept my mouth shut the whole night when you did not even ask about my doctor’s 
appointment and the result of the follow up appointment. Did you even remember that I had a 
doctor’s appointment? Or you just did not care enough to ask? 
Sam: Now you just want to pick a fight. If I didn’t care, I wouldn’t have done all these things for you. 
Jane: You are not doing all these things for me. They are your children too. 
Sam: So now I am a jerk just because I forgot to ask about your doctor’s appointment? You have so many 
doctors’ appointments. I can’t remember them all. 
Jane: Obviously it is not important enough for you to remember. 
Sam: It is not about being unimportant. I just forgot. I was cooking when you came in. I was going to ask 
about your day, but got distracted and then I forgot. I am sorry, ok? 
Jane: Well, I think you are tired of listening to my doctor’s appointments and discomfort anyway.  
Sam: That’s not true. I do want to know, but sometimes I am too busy to ask. You could have told me 
yourself without me asking, you know. 
Jane: Why would I talk to you if you don’t seem to care or to be interested? 
Sam: Don’t you think you are over-reacting? I just forgot, it is not a big deal! 
Jane: It is a big deal. How can you forget to ask if you care about me? 
Sam: Why would I want to talk about it if no response is good enough for you? Whatever I say, you just 
become angrier and angrier. If I say, “everything will be fine or don’t worry,” then you think I 
dismiss you. If I say, “think positively,” then you accuse me of not being understanding. If I dare to 
show any frustration, then I am a heartless jerk. What do you want from me? 
Jane: I want you to treat me with respect. Do you know how bad I felt when I walked into the house and 
no one asked me about the follow up scans of my breast? It is like I am invisible and unimportant. 
Sam: I have already apologized for that, but it is still not good enough. I can never get it right with you. 
Jane: It is not about being good enough. I need to be able to talk about this experience with you. I feel 
alone all the time. I don’t like to yell, but it seems to be the only way I can get your attention. 
Sam: I know you feel bad, and I feel bad too. I just don’t think it is helpful to ruminate over negative 
feelings. Negativity drains your energy away. We should just take one step at a time and look at the 
future. I don’t want you to feel alone, but you have to understand that we have different ways to 
cope with the illness.  
Jane: I appreciate everything you have done for the kids and for me. I know you are exhausted and worry. 
I am not asking you to do more. I am just asking you to not shut me out. I need to feel connected 
  
 
to you so I feel that we are in this together. The more you shut me out, the more rejected and 
invisible I feel, and then I get angry. 
Sam: Your anger makes me NOT want to be close to you. I don’t like to fight with you. I know you have 
enough to deal with. 
Jane: Well, it is nice to be able to talk to you like this. I want to be able to take care of you and do 
something for you too. I don’t want you to carry all the weight and burden of the cancer alone. I 
don’t need you to be a superman. 
Sam: I don’t know if I can have this kind of conversation frequently. It is not something I usually do. I will 
try. It may help if you don’t raise your voice and get angry so quickly.  
Jane: I will remember that. You also need to know that I can’t read your mind if you don’t talk to me. 
 
 
Suggested Discussion Topics for Example 3: 
 
1. What are Jane and San’s main Demon Dialogue and what part do they both play in it? 
2. What is Jane’s underlying raw spot emotions? What is Sam’s underlying raw spot emotions? 
3. What are they both most afraid of?  
4. What does each person long for from the other partner? 
5. What is the turning point of the conversation when Jane and Sam are able to stop the escalation of 
fight and then start sharing their deeper feelings and needs? 
6. How do Jane and Sam take control of their Demon Dialogue in this Rocky Moment? What happens as 
a result of this? 
7. Can you imagine being able to do this in your relationship? 
 
  
  
 
Becoming Open and Responsive Exercise: 
 
1. With your spouse or partner, agree on a description of a recent, upsetting incident that is not too 
“hot” anymore.  
2. Together write down a brief new version of this incident. Add the underlying feelings each of you 
had during and after that incident. What did you need from your partner/spouse during and after 
that incident? 
3. Reach an agreement on what you might have done together, right after that incident, to emerge from 
it with a sense of safety and a more secure connection to each other. Please include (1) what you 
might have done differently, and (2) what you might need from the other person to help you stay 
engaged and vulnerable. 
 
Accessing fears and longings Exercise: 
 
1. What am I most afraid of? What are the fears that leap out at the moments of disconnection and 
pull me into Demon Dialogues? 
2. Explore the “Terrible Ifs” – the catastrophic beliefs embedded in fears. 
3. Take turn to share this with your partner.  
 
When ____________________, deep inside I feel ______________________________. I need  
 
you to __________________________________________________ for me. 
 
4. Other partner/spouse just attends, tunes in. Offers a response to this stated need. 
 
5. Share what it was like to have this conversation. What have you learned about each other? What 
touched you? 
 
Homework Assignment: 
 
Homework 3: Complete exercise in the “Hold Me Tight” p. 139-140 and p. 162-164 
 
 
 
 
 
  
 
 
Conversation 4: 
Forgiving Injuries & 
Trusting Again 
 
 
 
 Summary of Session 4: 
 
1. Facilitator checks in with the participants about their experience in the third class and encourages 
them to bring up any concerns and suggestions (10 minutes). 
2. Facilitator outlines the key concepts of conversation 4: Forgiving Injuries and Trusting Again. Two 
facilitators use example 4 to do a role-play, and lead the group discussion (40 minutes). 
3. Couples then complete the in-class exercises described below (45 minutes). 
4. Facilitator encourages couples to share the impact of the exercise with the larger group (15 
minutes). 
5. Facilitator summarizes the session and describes the homework (10 minutes) 
 
Key Concepts of conversation 4: 
 
 
What are Relationship Injuries?  
 
• We all hurt those we love – no one is perfect. 
• Hurt is reactive anger, sadness, and fear – fear of rejection and/or abandonment. 
• Injuries are the relationship wounds characterized by disconnection between couples at moments of high fragility, 
need, loss, illness, trauma, and uncertainty. 
• Unanswered attachment longings can cause crises that destroy safety and trust with each other. They raise the 
sense of abandonment and betrayal. One or both parties say “Never again!” 
• Relationship injuries create and/or make worse the negative interaction cycles between couples. 
• Therapists cannot dismiss or “go around” the relationship injuries. Time does not usually heal this type of wound. 
“Going through” is the only way to deal with them. 
 
Goals: 
 
• To heal injuries/hurts with A.R.E. (Accessibility, Responsiveness, and Engagement). 
  
 
• To actively build a positive and bonding spiral in the couple’s relationship. 
 
Steps to Forgiveness 
 
1. Hurt spouse or partner describes his/her pain. 
2. Other partner acknowledges spouse’s/partner’s pain & his/her part in it. 
3. Injured spouse/partner risks, and shares his/her deeper feelings. 
4. Other owns the impact of his/her actions – shows real remorse. 
5. Real remorse means communicating the message of “I care about your pain. Your pain is legitimate. I feel 
regret and shame about my actions. I am here now”. 
6. Injured spouse/partner expresses fear and what they need for healing and closure. Other partner 
then responds and offers a safe haven. This emotional presence heals the wound. 
7. Together, the couple creates a new healing story. 
 
Key Messages in Powerful Apologies:  
 
• Your pain is legitimate and understandable. 
• Your pain influences me and hurts me. I care about it. Your feelings matter to me. 
• I feel sadness, regret, even shame. I take responsibility for hurting you. 
• I am here now.  
 
Toxic Alternatives in the Healing Process:  
 
• I want to hurt you back. 
• I want to test you again and again so that you can prove it to me – Refuse to trust. 
• I deceive or pretend so that my shame, sorrow and fear won’t be seen. 
• I deny or hide so that I don’t have to own the responsibility of hurting you. 
 
Example 4: 
 
After several unsuccessful attempts using alternative treatments, Paul reluctantly agrees to consider radical 
prostatectomy and consulted with the oncology specialist. However, Mary was still dissatisfied with his 
indecisiveness and believed that he intentionally delayed the treatment process. Paul did not want Mary to 
accompany him to the doctor’s appointments. They continued to fight about the treatment options and got 
stuck in their negative cycle: Paul would hide his symptoms and physical discomfort from Mary so that she 
wouldn’t nag and push him to make decisions.  When Mary found out about Paul’s symptoms, she would 
get mad at him, but her underlying emotions are fear and helplessness. Angrily, she accused Paul of being 
a coward and started to closely monitor Paul’s every move. Paul resented her controlling behaviors; 
continued to not share his symptoms and physical discomfort and distanced himself from Mary to keep her 
out of his business. He moved out of their bedroom saying he did not want to disturb Mary’s sleep with his 
frequent urination. Paul was unable to share his anger (“Why is this happening to me?!”) and fear (“Will I 
be able to fight and win this battle with cancer?”) with Mary. His coping strategy was to keep living his life 
  
 
as if he was in excellent health. His secretive attitude increased Mary’s fear and helplessness. Mary felt 
rejected and alienated by Paul when he rejected all of her help.  
 
Most recently, they had a very intense fight about Paul’s diet. Mary wanted to him follow the nutrition 
recommendations from the American Center Society to reduce Paul’s intake of red meat and animal fat. She 
made the decision on her own to make more vegetarian dishes at home. Paul noticed the change of menu 
on their dinner table, he ate very little and kept quiet for the first few nights. He eventually exploded. Paul 
accused Mary of being a narcissistic controlling freak and acting like she knew better than him. He spilled 
out his resentment that has been accumulating over the years because of feeling powerless and 
unimportant.  Mary defended herself by pointing out Paul’s secrecy and deception. Their argument 
continued to escalate and ended when Paul told Mary that he was not afraid of dying because “he could 
finally get rid of her.” Mary reacted by saying that the cancer was the least of Paul’s problems because “his 
mind and personality are sicker than his prostate.” 
 
 
Script for Role-Play: 
 
Paul: I want to apologize for what I said the other day. I did not mean it that way. 
Mary: Well, at least you were honest. You really want me out of your life. You don’t tell me anything 
anymore. You don’t want to go to the doctor appointments with me. You don’t care about my 
opinion. You even moved out of our bedroom. Your constant rejection really hurts my feelings.  
Paul: I can see why you view these incidents as rejections. No wonder you feel hurt. I do block all routes so 
that there is a safe distance between us.  
Mary: It hurts more to learn that you don’t find me safe and feel like you cannot depend on me. I am not a 
monster that you need to run away from. It saddens me to know that you feel threatened and afraid 
of me. I just want to help, and I want you to live longer so we can be together. 
Paul: I am sorry that I have been pushing you away and you are hurt. This is really not about rejecting 
you. It is me who needs to have the control. I don’t want to become a burden. I would feel stronger 
if I can take care of myself and don’t depend on anyone else.  
Mary: I know you feel threated by my anger and criticism, but it is really hurtful to hear you say you would 
rather die than to be with me. 
Paul: I regret saying that because I don’t mean it. I was just so frustrated that you didn’t listen and 
understand my needs. I so desperately wanted to push you away and shut you out. It was wrong for 
me to do that. 
Mary: So why did you say it if it wasn’t true? 
  
 
Paul: Sometimes when you become loud and angry, I start to feel small and incompetent. It is like I am an 
ignorant little boy who doesn’t deserve any respect. It may seem rebellious and irrational, but I feel 
more powerful when I turn down your suggestion. I want to prove to you that I can make smart 
decisions. 
Mary: I am sorry that you feel small and disrespected. I am surprised to hear this is the way you feel 
because I also feel rejected and denied. I spend a lot of time doing research and trying to give you 
useful advice, but you don’t even hear me out. I feel so frustrated and useless so I grasp onto any 
opportunity to be involved in your life. 
Paul: It makes me feel worse when you give me advice over trivial things. It is like you don’t trust me 
enough to do anything. I feel hurt and sad that you don’t see me as competent. 
Mary: I want to be able to take care of you and it has nothing to do with your competence. I need to feel 
needed in your life. It makes me sad to learn that you are hurt by my attempts to help. I feel 
ashamed for the things I said. It was like a child throwing a temper tantrum. I also think it is really 
sad for us to have all these misunderstandings despite our good intent. 
Paul: It is indeed sad. I am glad that we are able to clarify the misunderstandings because I really don’t 
want to continue fighting with you. I want to treasure every day we have together. 
 
 
Suggested Discussion Topics for Example 4: 
 
1. What are the relationship traumas or wounds that each partner addresses?  
2. Do they make sense to you in terms of the impact they have on the injured person’s sense of safety 
in the relationship? 
3. What struck you most about the way Paul had responded to Mary’s statements that she has been 
wounded? 
4. What struck you most about the way Mary had responded to Paul’s complaint that he has been hurt? 
5. What were the key elements in the process when Mary apologized to Paul? 
6. How did Mary help Paul to engage and trust again? 
 
 
Forgiveness Exercise 
 
Each partner describes to the other a time when they felt wounded by rejection, betrayal, or abandonment. 
Try to share answer the following questions with your partner. 
 
  
 
1. How easy/hard is it for you to: 
a. Openly express your hurt? 
b. Take responsibility for mistakes & express regret? 
 
2. Partner A: Focus in on the specific hurt. What was the key moment? What was your underlying 
feeling? 
 
Partner B: Try to listen for your spouse’s emotional & attachment message. What hurt him/her? You 
might need to share: 
 
“I didn’t know what to do...I turned away when...I dismissed you...I got mad & blamed you...I turned to 
tasks & fixes...I got lost & overwhelmed.” 
 
3. Partner A: Clarify your fear, sadness and anguish this incident triggered in you. Express this as openly 
as you can: “I was/am , I was/am, longing for you to .” 
 
Partner B: Share emotions that arise as you listen to your partner’s pain. If you can, express concern, 
regret, remorse for his/her pain. 
 
4. Partner A: Explore first if you can accept this remorse & ask for the response that can help you heal 
right now: “I need ……”  
 
Partner B acknowledges and responds to this. 
 
5. Both partners reflect on and discuss this conversation. Did you make steps towards healing this hurt 
or injury? What made a difference for you? If you got stuck, what was hard for you? 
 
 
 
 
Homework Assignment: 
 
Homework 4: Complete exercise in the “Hold Me Tight” p. 179-184 
 
  
 
 
 
  
  
 
 
 
 
Conversation 5:  
Bonding through Sex and Touch 
 
 
 
 
Summary of Session 5: 
 
1. Facilitator checks in with the participants about their experiences during the fourth class and 
encourages them to bring up their concerns and suggestions (10 minutes). 
2. Facilitator outlines the key concepts that will be covered in conversation 5: Bonding through Sex and 
Touch. Two facilitators use example 5 to do a role-play, and lead the group discussion (40 minutes). 
3. Couples then complete the in-class exercises described below (45 minutes). 
4. Facilitator encourages couples to share the impact of the exercise with the larger group (15 
minutes). 
5. Facilitator summarizes the session and presents homework for the final and sixth session (10 
minutes) 
 
What Happens? 
 
Physical intimacy, once a strong attraction and high point in the relationship, now seems less satisfying 
and more mundane or unexciting. It might also serve as a source of disappointment or a topic of hurtful 
comments. 
 
Goals: 
Physical intimacy can be an important opportunity to develop emotional openness and responsiveness, 
tender touch and erotic exploration together. Secure, loving partners can relax, let go, enjoy, and 
immerse themselves in the pleasure of intimacy and lovemaking. 
  
 
 
What Can I Do? 
 
Understand that: 
 
• Safe emotional connection help to creates great sex 
• Great sex help to create deeper emotional connection 
• Sex is intimate play / safe adventure – just part of a good relationship. 
• Fear and arousal don’t mix. “Thrill” describes being present and responsive in the moment 
• Three kinds of sex : 
o Sealed Off Sex – sensation, performance, novelty 
o Solace Sex – cuddles not orgasm, proof of love 
o Secure Synchrony Sex – let go, tune in, communicate, and express one’s needs. 
• Touch and chemistry link sex and attachment - meant to be integrated 
• Touch arouses and soothes. Oxytocin or hormones are released at orgasm which makes us feeling 
good and also when we touch each other tenderly  
 
REMEMBER: Practicing being emotionally present makes perfect!  Versus not being attuned to each 
other or aware of your partner’s needs and feelings, which breeds boredom and a lack of connection. 
 
Example 5: 
 
The underlying issue that Jane and Sam were unable to address is Jane’s negative body image and 
decreased feelings of attractiveness after the quadrantectomy (1/4 of her breast was removed). She 
avoided any physical contact with Sam and refused to talk about pursuing breast reconstructive surgery. 
Sam was aware of Jane’s insecurity about her body. He avoided and tiptoed around this topic and became 
extremely avoidant and distant. He protected Jane by not engaging in any physical nor sexual contact with 
her. Jane was very ambivalent or unsure about the “sex and touch” issue. On the one hand, she was 
relieved that Sam stayed away from her physically and has not pressured her to have sex; at the same time, 
she was upset that Sam has not initiated or seemed interested in any physical contact since her surgery. 
Jane was afraid that Sam no longer found her attractive. Instead of addressing her underlying fears with 
Sam, Jane started to get agitated and critical towards Sam. Sam, on the other hand, felt alone and helpless. 
He tried to discuss the breast reconstructive surgery options with Jane so that she wouldn’t feel so insecure 
about her body. Unfortunately, Jane was hurt and angry because she interpreted this as his indirect way of 
telling her that she was ugly and that he wanted her to have plastic surgery. When they each slept on their 
respective sides of the bed every night, they both felt alone, sad, and scared. 
 
Script for Role-Play: 
  
 
 
Sam: I saw Jody (a neighbor) today when I took out the trash. She must have lost 20 pounds and she 
looked great. 
Jane: (keeping silent with a smirk on her face) 
Sam: So what did I say wrong this time? 
Jane: Nothing! It is normal for a man to pay attention to a pretty woman, even though that woman is not 
his wife! 
Sam: I did not say she was beautiful! I just said she looked good after losing weight. 
Jane: So she looked good, you just admitted it.  
Sam: (Sigh) Honey, it doesn’t matter how good Jody looks! It doesn’t mean anything to me. You are the 
one whom I am attracted to. You are my wife and I love you. 
Jane: Then how come you haven’t told me so since my surgery? When was the last time you touched me? 
Sam:  I thought you didn’t want me to touch you. I thought you didn’t want me to pay attention to your 
body. 
Jane: I don’t want you to see my scar, but I would like to know that you still think I am attractive. 
Sam: I told you that many times, but you don’t believe me. You think I only say those things to make you 
feel better. You become stiff and nervous whenever I am in a 10-inch radius of you. When I 
accidentally touch your body, you pull away liked you are burned.  
Jane: I know that I have been sending mixed messages to you. I feel so confused. I want to be intimate 
with you, but I am afraid that you will find me ugly and reject me. I don’t know if I can survive if you 
push me away after I show you my scar. I am so scared. If I show you my body and you tell me that 
you don’t like it, I will be devastated and hurt.  
Sam: I know your body looks different now. You have lost ¼ of your breast, but it doesn’t change who you 
are. It definitely won’t change how I feel about you. When we sleep on separate sides of the bed 
without touching at all, I sometimes wonder if you still want me or need me as a husband. I want to 
reach out to touch you, but I am afraid that you will reject me.   
Jane: But how can you still find me attractive when I can’t even stand to look at myself in the mirror? 
Sam: Because you mean so much more to me than ¼ of your one breast. Because I love you! 
Jane: It is very difficult for me to believe you. If you are telling me the truth, how come you don’t even 
hold my hand anymore? You don’t even cuddle with me in bed like we used to. 
Sam: I stopped touching you since your surgery, because I thought you didn’t want me to. I did not want 
to put any more pressure on you. I did not want you to feel that you have to put out and be intimate 
  
 
with me, when you were not ready. I wanted to give you some time and space to become 
comfortable with me. 
Jane: I really, really want to believe you, but this is really difficult for me. 
Sam: I understand. I am not asking you to believe me right away, but I would like you to think about it, 
and maybe give me a chance to prove it to you. When you become stiff because of my touch, I am 
hurt because I feel rejected. However, my heart aches to learn about your fear and insecurity. I 
don’t want you to feel bad about yourself. I want you to look at yourself through my eyes. I see a 
strong beautiful woman whom I want to spend the rest of my life with. I would like you to give me a 
chance and let me be close to you in bed. 
Jane: I am very moved, but it is still difficult for me to completely believe it. I will try, so please be patient 
with me.  
Sam: I know. I want you to know that you don’t have to deal with these problems all by yourself. I am your 
partner, and I want to be here for you. 
Jane: I appreciate it. I don’t want to be a burden, but I will try to count on you more. I also want you to 
tell me when your feelings are hurt because it is never my intent to reject you or push you away. 
 
Suggested Discussion Topics for Example 5: 
1. What are the insecurities or fears that each partner addresses?  
2. What struck you most about the way Sam responded to Jane’s feeling that she is unattractive? 
3. What struck you most about the way Jane responded to Sam’s risk of reaching out to her? 
4. How did Sam help Jane begin to engage and heal together? 
5. What would be the most difficult things for you to do if you were Sam and Jane? 
 
Sex & Touch Exercise 
Each partner tells the other of your current sexual relationship with your partner. Try to share how you feel 
about the following questions with your partner. If it is hard for you to talk about sex or any particular topic 
in this assignment, then explore and share, with your partner’s help, what worries you about having this 
conversation. 
 
1. What matters to you the most when you and your partner make love? 
2. When do you feel most unsure or uncomfortable during your current sexual relationship with your 
partner? 
3. What are the two most important tips you would give to your partner as a lover? 
4. There are no perfect lovers. Given this fact, how would you like to be or to see yourself as a lover? 
5. How do you each deal with the inevitable times when you want to make love and your partner is not 
in the mood or is too tired or not aroused?  
a. What do you say at that moment? 
  
 
b. How do you deal with any feelings of rejection or hurt?  
c. What can you and your partner do so that you both still feel loved and safely connected? 
 
 
Homework Assignment 5: Complete exercise in the “Hold Me Tight” p. 201-203 
  
 
Conversation 6: 
Caring for Yourself & 
Your Relationship 
 
 
 
Summary of Session 6: 
 
1. Facilitator checks in with the participants about their experiences in the fifth class 
and encourages them to bring up concerns and suggestions (10 minutes). 
2. Facilitator outlines the key concepts of conversation 6: Caring for Yourself & Your 
Relationship. (15 minutes). 
3. Couples then complete the in-class exercises described below (45 minutes). 
4. Facilitator encourages couples to share their experiences and what they have 
learned in the 6 sessions (20 minutes). 
5. Facilitators lead a group activity for closure: In the large group, couples are 
asked to create a list of wishes for all couples who are fighting and coping with 
cancer (15 minutes). 
6. Facilitator summarizes the session, provides psycho-education on cancer and 
referrals for other treatment options such as individual, couple, or family therapy 
are made (15 minutes). 
 
 
What Happens? 
 
The most miraculous progress in a relationship needs care and attention. Without 
consistent nurturing of the safe and secure bond that develops, couples can slip into 
old, negative patterns once more. 
 
Goals and Action Steps: 
 
  
 
• Recap and reflect on the danger points in the relationship. This enhances a safe 
connection. 
• Celebrate the positive moments, big and small. 
• Plan rituals around the moments of separation and reunion in your daily lives. 
• Help each other identify recurring attachment issues in order to increase 
emotional safety. 
• Create a resilient relationship story that describes how the two of you have 
avoided relationship injuries, and learned to repair and forgive. 
• Create a future love story outlining what you want your bond to look and feel like 
five to ten years down the road.  
 
Ways to Care for your Relationship and Keep your Love Alive: 
 
• Take a detour at the dangerous point – Don’t use anger and defensiveness to hide 
your fear, sadness, and shame.  
• Keep an album of images and stories of key moments in your relationship. 
• Create rituals – small, everyday, or more momentous. Make time for each other. 
• Do Hold Me Tight conversations. 
• Emotional connection is the key – especially before you try to problem solved. 
 
Reconnection Exercise 
 
Each partner tells the other of your life and experiences after the cancer diagnosis. Try 
to share your answer for the following questions with your partner. If it is hard for you 
to talk about your illness or any particular topic in this assignment, then explore and 
share, with your partner’s help, what worries you about having this conversation. 
 
1. How has the cancer diagnosis and treatment influenced or change you, your 
relationship, and other parts of your life? 
2. What are you most proud of about yourself since the cancer diagnosis and 
during the treatment? 
3. What do you appreciate the most about your partner? 
4. What are you most afraid of? And what do you need from your partner when you 
are afraid? 
5. What are the two most important tips you would give to your partner so that 
she/he can better support and take care of you? 
6. Plan a ritual that you can do everyday in your relationship that would show your 
partner how important he or she is to you. Share this with your partner. 
  
 
Appendix D: Treatment Fidelity Checklist for 6-session Format 
Couple’s Support Group:  Adaptation of Hold Me Tight for Couples coping 
with Cancer. 
 
Treatment Fidelity Checklist for watching 6 couple support group sessions 
 
Session 1 
 
Conversation 1: Recognizing the Demon Dialogues:  Are We Fighting the Dragon  
Together? 
 
Materials that group facilitators and assistants should bring to first session: 
• Attendance Sheet Adult consent forms 
• Pre-test Assessment Packets 
• Pens 
• Fidelity checklist for Ting/Erica to complete during the session  
• 10 dollars/participant, tokens, receipts for participant to sign 
• Food/drinks/paper goods 
• Video Cameras/Tripods to record session and break out session 
• Hold Me Tight Book/1 for each couple 
• ARE questionnaire/1 for each participant  
• Demon Dialogue: Exercise 1 Handout (word list/participant 
• Demon Dialogue: Exercise 2 Handout (steps of dance/participant) 
• Cancer Handout ACS 
• Homework Assignment  
• Handout with second session date and remind couples of next session 
    
I.  Welcome and Introductions. (5-10 minutes) 
 
__ Leader begins by introducing herself and & explains rules, and guidelines for group.  
__ Leader explains group confidentiality clearly. 
__ Leader asks couples in group to share about themselves & how are coping with cancer 
__ Leader asks each couple what they would like to learn in the support group. 
__ Leader gives equal time for each couple. 
__ Leader describes how cancer is stressful and the importance of comfort and support. 
__ Leader explains how sometimes partners misunderstand each other which can lead to  
     poor communication when feeling upset, vulnerable, or hurt. 
__ Leader clearly explains support and disconnection in the context of couples coping with the 
diagnosis and treatment of cancer. 
 
 
 
 
 
  
 
  
II. Facilitators outline key concepts of conversation 1: Recognizing the Demon Dialogues. Two 
facilitators use example 1 to do a role-play in front of the whole group, and leads the group 
discussion. (30 minutes) 
 
__ Leader follows time guidelines (30 minutes). 
__ Leader explains key concepts and 3 types of Demon Dialogues of conversation 1:  
 Recognizing Demon Dialogues clearly: 
 __ Demon Dialogue 1: Find the bad guy (Main emotion anger and blame other). 
 __ Demon Dialogue 2: The Protect Polka (Both protesting lack of connection). 
 __ Demon Dialogue 3: Freeze and Flee (Mutual withdrawal). 
__ Two facilitators use example 1 and do a role play in front of the whole group (Jane &  
     Sam case study) 
__Two facilitators then lead a group discussion using the following questions: 
 __What is Jane and Sam’s cycle?  Tell us about their Demon Dialogue. 
 __How does each partner act in a way that pulls for a negative reaction from the  
     other partner? 
 __How are they both victims of the Demon Dialogues? 
 __Which partner could each member of the group most easily identify with? 
 
III. Break (10 minutes)—Ting to check in with group leaders regarding fidelity 
 
IV. 1st in-class Dyadic Exercise (ARE or Accessible, Responsive, Engaged Survey). 
 
__ Leader follows time guidelines (15 minutes). 
__ Leader distributes copies of the ARE questionnaire. 
__Leader explains that ARE asks during moments of doubt or disconnection, ARE you 
     There for me?  When the answer to this question is “no” or “maybe”, Demon  
     Dialogues often result. 
__ Leader asks each couple to each complete the ARE survey and share this with partner. 
__ Group facilitators help and encourage couples to answer ARE questions and participate in the 
dyadic exercise. 
 
V. 2nd in-class Dyadic Exercise (Need handout for spiral/loop). 
 
__ Leader follows time guidelines (40 minutes). 
__ Leader asks couples about when suddenly find themselves not feeling safely  
     Connected to his/her partner, what do you usually do? 
__ Leader asks couples to find a word in the list that describes usual response. 
__ Leader asks couples to share responses with partner.  
__Leader asks couples to record the steps of their dance using a loop or spiral. 
__Leader asks couples to share loop with their partners. 
__ Group facilitators help and encourage couples to share their responses with each other. 
 
 
 
  
 
VI. Leader encourages couples to share impact of exercises with the bigger group and how they 
are coping with cancer diagnosis and treatment (15 minutes). 
 
VI. Facilitator summarizes the session and presents homework (10 minutes). 
 
__ Leader follows time guidelines (10 minutes). 
__ Leader summarizes the sessions and checks in with how couples are feeling. 
__ Leader describes the homework to be completed over the next 2 weeks. 
 Homework 1: Complete exercise in the “Hold Me Tight” p. 94-97 
__ Leader reminds couples of date for next session in 2 weeks.  
 
 
Session 2 
 
Conversation 2: Finding the Raw Spots 
 
Materials that leader and RAs should bring to second session: 
• Attendance Sheet  
• Pens 
• Fidelity checklist for Ting/Erica to complete  
• 10 dollars/participant, tokens, receipts for participant to sign 
• Food/drinks/paper goods 
• Video Cameras/Trips to record session and break out session 
• Exercise 1 Handout (Identifying raw spot AND word list/participant) 
• Exercise 2 Handout (Fill in Blanks) 
• Homework Assignment  
• Handout with third session date and remind couples of next session 
 
I.  Welcome back and Check in. (10 minutes) 
 
__ Leader checks in with couples and asks about experiences in first session.  
__ Leader again explains group confidentiality clearly. 
__Leader follows time guidelines (10 minutes). 
__ Leader asks each couple how they have been coping with cancer since last session. 
__ Leader gives equal time for each couple. 
 
  
II. Facilitators outline the key concepts for conversation 2: Finding the Raw Spots. Two 
facilitators use example 2 to do a role play, and to lead the group discussion (40 minutes) 
 
__ Leader follows time guidelines (40 minutes). 
__ Leader clearly explains key concepts of conversation 2:  
 __ What happens when a raw spot is hit: (response may seem out of proportion). 
 __ What can I do?: (look for universal raw spots: deprived, deserted). 
 __ Understand that: (Raw spots are learned, hard to tune into them, move FAST). 
__ Two facilitators use example 2 and do a role play in front of the whole group (Paul &  
  
 
     Mary case study) 
 
 
__Two facilitators then lead a group discussion using the following questions: 
 __What are pivotal moments or cues when each partner in the role-play shifts into 
      attachment anxiety, feeling deprived of care, disconnected, and deserted?  
__Which partner in the role-play could each person in the group identify with 
     most easily?  
 __What did each partner say was a softer, more vulnerable feeling that could have 
                 led to more connection? 
 __How can Paul and Mary share their vulnerable feelings and have a different  
                conversation that promotes more connection and support? 
 __Was it easy for Paul and Mary to share their vulnerable feelings?  What got in  
                the way of their sharing? 
 
III. Break (10 minutes) 
 
IV. 1st in-class Dyadic Exercise (Identify the raw spot and choose from list of words). 
 
__ Leader follows time guidelines (15 minutes). 
__ Leader distributes copies of Identify raw spot and choose from list of words. 
__ Leader asks each couple to each complete the surveys and share this with partner. 
__ Group facilitators help and encourage couples to answer questions and participate in the 
dyadic exercise. 
 
V. 2nd in-class Dyadic Exercise (Need handout for Fill in blanks). 
 
__ Leader follows time guidelines (45 minutes). 
__ Leader asks couples to fill in blanks regarding their cycle when disconnected. 
__ Leader asks couples to share responses with partner.  
__ Group facilitators help and encourage couples to share their responses with each other. 
 
VI. Leader encourages couples to share impact of exercises with the bigger group and how they 
are coping with cancer diagnosis and treatment (15 minutes). 
 
VI. Facilitator summarizes the session and presents homework (10 minutes). 
 
__ Leader follows time guidelines (10 minutes). 
__ Leader summarizes session 2 goals. 
__ Leader describes the homework to be completed over the next 2 weeks. 
 Homework 2: Complete exercise in the “Hold Me Tight” p. 117-120 
__ Leader reminds couples of third session in 2 weeks.  
 
 
 
 
  
 
 
 
Session 3 
 
Conversation 3: Revisiting a Rocky Moment:  Becoming Open and Responsive 
  
Materials that leader and RAs should bring to third session: 
• Attendance Sheet  
• Pens 
• Fidelity checklist for Ting/Erica to complete  
• 10 dollars/participant, tokens, receipts for participant to sign 
• Food/drinks/paper goods 
• Video Cameras/Trips to record session and break out session 
• Exercise 1 Handout (Becoming Open and Response & Accessing fears/longings 
exercises) 
• Homework Assignment  
• Handout with fourth session date and remind couples of next session 
 
I.  Welcome back and Check in. (10 minutes) 
 
__ Leader checks in with couples and asks about experiences in second session.  
__ Leader again explains group confidentiality clearly. 
__Leader follows time guidelines (10 minutes). 
__ Leader asks each couple about how cancer is affecting their relationship and lives. 
__ Leader gives equal time for each couple. 
 
  
II. Facilitators outline the key concepts for conversation 3: Revising a Rocky Moment: Becoming 
open and responsive. Two facilitators use example 3 to do a role play, and to lead the group 
discussion (40 minutes) 
 
__ Leader follows time guidelines (40 minutes). 
__ Leader clearly explains key concepts of conversation 3:  
 __ What happens in a Rocky Moment? (relationship injuries, negative patterns, 
      partners can escalate quickly) 
 __ What happens when my spouse/partner can Hold Me Tight? (involves turning 
                 Into and speaking language of attachment.  Fear & longing are two sides 
                 of the same coin. Secure talk creates RESONANCE.  Look directly at your 
                 spouse or partner’s face when you speak. 
 __ Goals: (recognize a negative pattern in the relationship; declare a cease-fire; 
                             access fears and longings together, re-establish a warmer, loving 
                             connection—build a positive bonding spiral with mutual accessibility 
                             and responsiveness.) 
 
__ Two facilitators use example 3 and do a role play in front of the whole group (Sam &  
     Jane case study continued) 
  
 
 
 
 
__Two facilitators then lead a group discussion using the following questions: 
 __What are Jane and Sam’s main Demon Dialogue and what part do they both 
                 play in it?  
__What are Jane’s underlying raw spot emotions?  
 __What are Sam’s underlying raw spot emotions? 
 __What are they both most afraid of? 
 __What does each person long for from the other partner? 
 __What is the turning point of the conversation when Jane and Sam are able to 
                 stop the escalation of fight and then start sharing their deeper feelings and  
      needs? 
 __How do Jane and Sam take control of their Demon Dialogue in this Rocky  
     Moment? What happens as a result of this? 
 __Can you imagine being able to do this in your relationship? 
   
III. Break (10 minutes) 
 
 
IV. In-class Dyadic Exercise (Becoming Open and Response AND Accessing fears and longing 
exercise—give participants handout) (45 minutes). 
 
__ Leader follows time guidelines (45 minutes). 
__ Leader distributes copies of two handouts. 
__ Leader asks each couple to each complete the two exercises and share this with  
     partner. 
__ Group facilitators help and encourage couples to answer questions and participate in the 
dyadic exercise. 
 
VI. Leader encourages couples to share impact of exercises with the bigger group and how they 
are coping with cancer diagnosis and treatment (15 minutes). 
 
VI. Facilitator summarizes the session and presents homework (10 minutes). 
 
__ Leader follows time guidelines (10 minutes). 
__ Leader summarizes session 3 goals. 
__ Leader describes the homework to be completed over the next 2 weeks. 
Homework 3: Complete exercise in the “Hold Me Tight” p. 139-140 and p. 162-164 
__ Leader reminds couples of fourth session in 2 weeks.  
 
 
 
 
 
 
  
 
Session 4 
 
Conversation 4: Forgiving Injuries and Trusting Again 
 
Materials that leader and RAs should bring to second session: 
• Attendance Sheet  
• Pens 
• Fidelity checklist for Ting/Erica to complete  
• 10 dollars/participant, tokens, receipts for participant to sign 
• Food/drinks/paper goods 
• Video Cameras/Trips to record session and break out session 
• Exercise 1 Handout (Forgiveness Exercise) 
• Homework Assignment  
• Handout with fifth session date and remind couples of next session 
 
I.  Welcome back and Check in. (10 minutes) 
 
__ Leader checks in with couples and asks about experiences in third session.  
__ Leader again explains group confidentiality clearly. 
__Leader follows time guidelines (10 minutes). 
__ Leader asks each couple about how cancer is affecting their relationship and lives. 
__ Leader gives equal time for each couple. 
 
II. Facilitators outline the key concepts for conversation 4: Forgiving Injuries and Trusting 
Again. Two facilitators use example 4 to do a role play, and to lead the group discussion (40 
minutes) 
 
__ Leader follows time guidelines (40 minutes). 
__ Leader clearly explains key concepts of conversation 4:  
 __ What are Relationship Injuries? (We all hurt those we love—no one is perfect) 
 __ Goals (to heal injuries/hurts with A.R.E. and to actively build a positive and 
      bonding spiral) 
 __ Steps to Forgiveness (Hurt spouse/partner describes his/her pain, other partner 
                 acknowledges partner’s pain and his/her part in it, injured partner risks, and    
     shares deeper feelings, other owns impact of his/her actions and shows real   
     remorse, injured partner expresses fear and what need for healing/closure,    
    other partner then responds and offers a safe haven and emotional presence   
    heals wound, together couple creates a new healing story) 
 __Key Messages in Powerful Apologies (Your pain is legitimate/understandable,  
                 Influences me and hurts me, I care about it, your feelings matter to me, I feel 
                 Sadness, regret, and even shame and take responsibility for hurting you, I am  
                 here now) 
 __Toxic Alternatives in the Healing Process (I want to hurt you back, I want to 
                 Test you again/again so you can prove it to me)  
          
 
  
 
__ Two facilitators use example 4 and do a role play in front of the whole group (Paul &  
     Mary case study continued) 
 
 
__Two facilitators then lead a group discussion using the following questions: 
 __What are the relationship traumas or wounds that each partner addresses?  
__Do they make sense to you in terms of the impact they have on the injured  
    person’s sense of safety in the relationship? 
 __What struck you most about the way Paul had responded to Mary’s statements  
                 that she has been wounded? 
 __What struck you most about the way Mary had responded to Paul’s complain 
                 that he has been hurt? 
 __What were the key elements in the process when Mary apologized to Paul? 
 __How did Mary help Paul to engage and to trust again? 
   
 
III. Break (10 minutes) 
 
IV. In-class Dyadic Exercise (Forgiveness Exercise—give participants handout) (45 minutes). 
 
__ Leader follows time guidelines (45 minutes). 
__ Leader distributes copies of Forgiveness Exercise handouts. 
__ Leader asks each couple to each complete the exercise and share this with  
     partner. 
__ Group facilitators help and encourage couples to answer questions and participate in the 
dyadic exercise. 
 
VI. Leader encourages couples to share impact of exercises with the bigger group and how they 
are coping with cancer diagnosis and treatment (15 minutes). 
 
VI. Facilitator summarizes the session and presents homework (10 minutes). 
 
__ Leader follows time guidelines (10 minutes). 
__ Leader summarizes session 4 goals. 
__ Leader describes the homework to be completed over the next 2 weeks. 
    Homework 4: Complete exercise in the “Hold Me Tight” p. 179-184 
__ Leader reminds couples of fifth session in 2 weeks.  
 
 
 
 
 
 
  
 
Session 5 
 
Conversation 5: Bonding through Sex and Touch 
  
Materials that leader and RAs should bring to second session: 
• Attendance Sheet  
• Pens 
• Fidelity checklist for Ting/Erica to complete  
• 10 dollars/participant, tokens, receipts for participant to sign 
• Food/drinks/paper goods 
• Video Cameras/Trips to record session and break out session 
• Exercise 1 Handout (Sex and Touch exercise) 
• Homework Assignment Handout with sixth and final session date and remind 
couples that we will be asking them to again complete some paperwork to help us 
evaluate the group 
• ACS handout on sexuality and intimacy 
 
I.  Welcome back and Check in. (10 minutes) 
 
__ Leader checks in with couples and asks about experiences in fourth session.  
__ Leader again explains group confidentiality clearly. 
__Leader follows time guidelines (10 minutes). 
__ Leader asks each couple about how cancer is affecting their relationship and lives. 
__ Leader gives equal time for each couple. 
 
II. Facilitators outline the key concepts for conversation 5: Bonding through Sex and Touch. 
Two facilitators use example 5 to do a role play, and to lead the group discussion (40 minutes) 
 
__ Leader follows time guidelines (40 minutes). 
__ Leader clearly explains key concepts of conversation 5:  
 __ What happens? (Physical intimacy) 
 __ Goals: (Physical intimacy can help you develop emotional  
openness/responsiveness, tender touch together, secure/love partners can relax,     
let go, enjoy each other) 
 __ What can I do?  
 __Understand that: (Safe emotional connection helps to create great sex, great sex  
                 helps to create deeper emotional connection, sex is intimate play/safe   
                adventure, fear and arousal do not mix) 
 __Three kinds of Sex (Sealed off sex, Solace sex, Secure Synchrony Sex)  
 __Touch and chemistry link sex and attachment, meant to be integrated 
 __Touch arouses and soothes. Oxytocin are released at orgasm which makes 
                 us feel good 
          
 
__ Two facilitators use example 5 and do a role play in front of the whole group (Jane &  
     Sam case study continued) 
  
 
 
 
__Two facilitators then lead a group discussion using the following questions: 
 __What are the insecurities or fears that each partner addresses?  
__What struck you most about the way Sam responded to Jane’s feeling that she 
     Is unattractive? 
 __What struck you most about the way Jane responded to Sam’s risk of reaching 
                 out to her? 
 __How did Sam help Jane begin to engage and heal together? 
 __What would be the most difficult things for you to do if you were Sam and  
                 Jane?   
 
III. Break (10 minutes) 
 
IV. In-class Dyadic Exercise (Sex and Touch Exercise—give participants handout) (45 minutes). 
 
__ Leader follows time guidelines (45 minutes). 
__ Leader distributes copies of Sex and Touch handouts. 
__ Leader asks each couple to each complete the exercise and share this with  
     partner. 
__ Group facilitators help and encourage couples to answer questions and participate in the 
dyadic exercise. 
 
VI. Leader encourages couples to share impact of exercises with the bigger group and how they 
are coping with cancer diagnosis and treatment (15 minutes). 
 
VI. Facilitator summarizes the session and presents homework (10 minutes). 
 
__ Leader follows time guidelines (10 minutes). 
__ Leader summarizes session 5 goals. 
__ Leader describes the homework to be completed over the next 2 weeks. 
      Homework 5: Complete exercise in the “Hold Me Tight” p. 201-203 
__ Leader reminds couples of sixth and final session in 2 weeks.  
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
Session 6 
 
Conversation 6: Caring for Yourself and Your Relationship 
 
Materials that leader and RAs should bring to second session: 
• Attendance Sheet  
• Pens 
• Fidelity checklist for Ting/Erica to complete  
• Post-test packets 
• 10 dollars/participant, tokens, receipts for participant to sign 
• Food/drinks/paper goods 
• Video Cameras/Trips to record session and break out session 
• Handout for Reconnection Exercise  
• Handout with referrals to sliding scale therapists  
• American Cancer Society final handout  
 
I.  Welcome back and Check in. (10 minutes) 
 
__ Leader checks in with couples and asks about experiences in fifth session.  
__ Leader again explains group confidentiality clearly. 
__Leader follows time guidelines (10 minutes). 
__ Leader asks each couple about how cancer is affecting their relationship and lives. 
__ Leader gives equal time for each couple. 
 
II. Facilitators outline the key concepts for conversation 6:  
Caring for Yourself and Your Relationship. (15 minutes) 
 
__ Leader follows time guidelines (15 minutes). 
__ Leader clearly explains key concepts of conversation 6:  
 __ What Happens? (Physical intimacy) 
 __ Goals and Action Steps 
 __ What can I do?  
 __Ways to Care for your Relationship and Keep Love alive 
          
III. In-class Dyadic Exercise (Reconnection Exercise—give participants handout) (45 minutes). 
 
__ Leader follows time guidelines (45 minutes). 
__ Leader distributes copies of Reconnection handouts. 
__ Leader asks each couple to each complete the exercise and share this with  
     partner. 
__ Group facilitators help and encourage couples to answer questions and participate in the 
dyadic exercise. 
 
III. Break (10 minutes) 
IV. Leader encourages couples to share their experiences and what they have learned in the 6 
sessions (20 minutes). 
  
 
 
V. Facilitator leads a group activity for closure (15 minutes). 
 
__ Leader follows time guidelines (15 minutes). 
__ Leader in a large group asks couples to create a list of wishes for all couples who 
     are fighting cancer 
__ Leader gives each couple equal time. 
 
VI. Facilitator summarizes the session, provides psycho-education on cancer and referrals for 
other treatment options (15 minutes). 
 
__ Leader follows time guidelines (15 minutes). 
__ Leader summarizes the session. 
__ Leader provides psycho-education on cancer and ACS handouts. 
__ Leader provides list of referrals for other treatment options such as individual, 
    Couple, or family therapy, or open support groups led by Donatella and MFT 
   Interns at Drexel Radonc. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
Appendix E: Release of Information 
      
 
     RELEASE OF INFORMATION  
 
I authorize Dr. Maureen Davey, Ph.D., LMFT and Dr. Ting Liu, PhD who work 
for Drexel University, permission to contact me regarding their support 
group study for couples coping with cancer.  Dr. Davey and Dr. Liu can send 
a letter to my home address explaining the couple support group study and 
can additionally contact me by telephone. 
 Name:   _________________________________ 
 Home address:  _________________________________ 
 Home phone number: _________________________________ 
 Cell phone number: _________________________________   
 Work phone number: _________________________________  
 Best times to call me are: _________________________________ 
 Signature of Patient______________________ Date___________ 
 Witness:  _______________________ Date___________ 
  
 
 
Couples Coping with Cancer Support Group: 
Screening Tool 
 
 
 
Please respond to the questions below by checking the box next to your answer. 
 
□Yes □No Are you married or cohabitating with a partner for 1 year or 
more 
If NO, can stop here 
 
□Yes □No 
 
 
□Stage 1 □Stage 2 
□Stage 3   
 
Do you have cancer and were you diagnosed in the last 12 
months? 
 
If “Yes”, what stage? 
If NO, can stop here 
 
 
□Yes □No Would you be interested in learning more about a program 
to help couples cope with cancer? 
 
 
 
What are the best days and times to contact you? 
Day/Time 1:        Day/Time 2:        Day/Time 3: 
  
__________        __________         __________ 
 
 
Phone#1:  ______ 
 
Phone#2:  ______ 
 
What are the best contact numbers for you? 
 
 
 
 
 
 
 
 
 
  
 
Appendix F: Pretest Assessments for Baseline 
 
COVER PAGE FOR PRE-TEST ASSESSMENT PACKET 
  
 
 
 
 
NAME OF PARTICIPANT:____________________________ 
 
 
 
NAME OF PARTNER:_________________________ 
 
 
SUPPORT GROUP:________________________________ 
 
 
DATE:____________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
Demographic Couple Survey  
 
Please answer the following questions about yourself and your spouse/partner: 
 
Questions about you and your spouse/partner: 
 
Cancer Patient    Partner 
 
Age____    Age____ 
Gender_____    Gender____ 
 
Which of the following best describes your family’s racial or ethnic background? 
(Please circle) 
 
Cancer Patient     Partner 
Caucasian     Caucasian 
African American    African American 
Hispanic/Latino     Hispanic/Latino 
Asian      Asian 
Native American     Native American  
Other, Please Specify______________ Other, Please Specify______________ 
 
Number of years you have been married ___________ 
 
Have either of you been married before? ____________________ 
 
If you are not married to your partner, are you: 
Living together _____  Dating each other_____  Divorced_____    Separated _______   Remarried 
________  
 
Tell us about your education and your partner’s education? 
(Circle all that apply) 
 
 Cancer Patient     Partner 
 Less than high school    Less than high school 
 High School     High School 
 Technical     Technical 
 Associate     Associate 
 Bachelor’s     Bachelor’s 
 Graduate or Professional   Graduate or Professional 
 
Approximately, what is your family’s yearly income? (Please circle your answer) 
 
 0-$20,000 
 $20,001-$40,000 
 $40,001-$60,000 
 $60,001-$80,000 
 $80,001-$100,000 
  
 
 OVER $100,000 
 
 
 
Please indicate you and your partner’s religious or spiritual preference or affiliation and the number of 
years for that affiliation or preference.  
 
Cancer Patient’s religion:___________________ Partner’s religion: ____________________ 
 
Years: _____________________   Years:____________________ 
  
Present number family members living at home_________________ 
 
Total number of children in the family_______________ 
 
Ages of children_______________________________ 
 
 
Questions about your cancer diagnosis and treatment: 
 
What was the date when you diagnosed with cancer? _________________ 
 
What type of cancer were you diagnosed with?  _____________________ 
 
What stage of cancer do you have? ____________________ 
 
Is this a recurrence of cancer or the first time you were diagnosed?  First time _____    
         Recurrence  _____ 
 
What type (s) of treatment have you had thus far? ____________________ 
 
What is the current status of your illness? (in-remission, being treated, newly 
diagnosed)____________________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
The Brief Accessibility, Responsiveness, and Engagement (BARE) scale  
Please circle the number that best represents your experiences in your current relationship with your 
partner. 
 
1= Never True   2= Rarely True  3= Sometimes True    4= Usually True  5= 
Always True 
 
Accessibility 
 
1. I am rarely available to my partner.     1  2  3  4  5 
 
2. It is hard for my partner to get my attention.     1  2  3  4  5 
 
Responsiveness 
 
3. I listen when my partner shares her/his deepest feelings.    1  2  3  4 5 
 
4. I am confident I reach out to my partner         1  2  3  4  5 
 
Engagement 
 
5. It is hard for me to confide in my partner.    1  2  3  4  5 
 
6. I struggle to feel close and engaged in our relationship.  1  2  3  4  5 
 
Partner’s Accessibility 
 
7. My partner is rarely available to me.     1  2  3  4 5 
 
8. It is hard for me to get my partner’s attention.    1  2  3  4  5 
 
Partner’s Responsiveness 
 
9. My partner listens when I share my deepest feelings.   1  2  3  4  5 
 
10. I am confident my partner reaches out to me.   1  2  3  4  5 
 
Partner’s Engagement 
 
11. It is hard for my partner to confide in me.    1  2  3  4  5 
 
12. My partner struggles to feel close and engaged in our  
       relationship.                                                                              1 2   3   4       5 
 
  
 
 
Experiences in Close Relationship Scale-Short Form (ECR-S) ---Adult Attachment  
 
Instructions: The following statements describe how you feel in romantic relationships. We are interested 
in how you generally experience relationships, not just in what is happening in your current relationship. 
Respond to each statement by indicating how much you agree or disagree with it. Mark your answer using 
the following rating scale. 
 
1   2   3    4   5   6   7  
Strongly  
Disagree       Disagree       Slightly Disagree   Neutral        Slightly Agree        Agree               Strongly  
                                                                                                                                             Agree  
 
1. It helps to turn to my romantic partner in times of need.   
1  2  3  4  5  6  7 
 
2. I need a lot of reassurance that I am loved by my partner.   
1  2  3  4  5  6  7 
 
3. I want to get close to my partner, but I keep pulling back.   
1  2  3  4  5  6  7 
  
4. I find that my partner(s) don't want to get as close as I would like.  
1  2  3  4  5  6  7 
 
5. I turn to my partner for many things, including comfort and reassurance.  
1  2  3  4  5  6  7 
 
6. My desire to be very close sometimes scares people away.   
1  2  3  4  5  6  7 
 
7. I try to avoid getting too close to my partner.     
1  2  3  4  5  6  7 
 
8. I do not often worry about being abandoned.     
1  2  3  4  5  6  7 
 
9. I usually discuss my problems and concerns with my partner.   
1  2  3  4  5  6  7 
 
10. I get frustrated if romantic partners are not available when I need them.  
1  2  3  4  5  6  7 
 
11. I am nervous when partners get too close to me.    
1  2  3  4  5  6  7 
 
12. I worry that romantic partners won't care about me as much as I care about them.  
1  2  3  4  5  6  7 
 
 
 
  
 
RDAS-Revised Dyadic Adjustment Scale  
 
Most people have disagreements in their relationships. Please indicate below the extent of agreement or 
disagreement between you and your partner for each item. 
 
 Always 
Agree   
 
(5) 
Almost 
Always   
Agree   
 (4) 
Occasionall
y Agree 
 
(3)  
Frequently 
Disagree 
 
(2) 
Almost 
Always 
Disagree   
(1) 
Always 
Disagree 
 
 (0) 
1. Religious matters       
2. Demonstrations of 
affection 
      
3. Making major decisions       
4. Sex relations       
5. Conventionality (correct 
or proper behavior) 
      
6. Career decisions       
 
 All the 
Time 
(0) 
Most of 
the time      
(1) 
More often 
than not  
(2) 
Occasionally 
 
(3) 
Rarely 
 
(4)     
Never 
 
(5) 
7. How often do you discuss or 
have you considered divorce, 
separation, or terminating your 
relationship?  
      
8. How often do you and your 
partner quarrel? 
      
9. Do you ever regret that you 
married (or lived together)? 
      
10. How often do you and your 
mate "get on each other's 
nerves"? 
      
 
 Every Day 
 (4)  
Almost Every 
Day           (3) 
Occasionally 
(2) 
Rarely 
(1) 
Never 
 (0) 
11. Do you and your mate engage 
in outside interests together? 
     
 
 
How often would you say the following events occur between you and your mate? 
 Never 
 
 
(0) 
Less than 
once a 
month     
(1) 
Once or 
twice a 
month            
(2) 
Once or 
twice a 
week   
(3)  
Once a 
day 
 
(4) 
More often 
 
 
 (5) 
12. Have a stimulating 
exchange of ideas 
      
13. Work together on a project       
14. Calmly discuss something       
 
 
  
 
Beck Depression Inventory-II (BDI-II)  
 
Instructions:  This questionnaire consists of 21 groups of statements. Please read each group of 
statements carefully, and then pick out the one statement in each group that best describes the way you 
have been feeling during the past two weeks, including today.  Circle the number beside the statement 
you have picked.  If several statements in the group seem to apply equally well, circle the highest number 
for that group.  Be sure that you do not choose more than one statement for any group, including Item 16 
(Changes in Sleeping Pattern) or Item 18 (Changes in Appetite). 
 
1. Sadness 
0  I do not feel sad. 
1  I feel sad much of the time. 
2  I am sad all the time. 
3  I am so sad or unhappy that I can’t stand it. 
 
2. Pessimism 
0  I am not discouraged about my future. 
1  I feel more discouraged about my future than I used to be. 
2  I do not expect things to work out for me. 
3  I feel my future is hopeless and will only get worse. 
 
3. Past Failure 
0  I do not feel like a failure. 
1  I have failed more than I should have. 
2  As I look back, I see a lot of failures. 
3  I feel I am a total failure as a person. 
 
4. Loss of Pleasure 
0  I get as much pleasure as I ever did from the things I enjoy. 
1  I don’t enjoy things as much as I used to. 
2  I get very little pleasure from the things I used to enjoy. 
3  I can’t get any pleasure from the things I used to enjoy. 
 
5. Guilty Feelings 
0  I don’t feel particularly guilty. 
1  I feel guilty over many things I have done or should have done. 
2  I feel quite guilty most of the time. 
3  I feel guilty all of the time. 
 
6. Punishment Feelings 
0  I don’t feel I am being punished. 
1  I feel I may be punished. 
2  I expect to be punished. 
3  I feel I am being punished. 
 
7. Self-Dislike 
0   feel the same about myself as ever. 
1  I have lost confidence in myself. 
2  I am disappointed in myself. 
3  I dislike myself. 
 
  
 
8. Self-Criticalness 
0  I don’t criticize or blame myself more than usual. 
1  I am more critical of myself than I used to be. 
2  I criticize myself for all my faults. 
3  I blame myself for everything that happens. 
 
9. Suicidal Thoughts or Wishes 
0  I don’t have any thoughts of killing myself. 
1  I have thoughts of killing myself, but I would not carry them out. 
2  I would like to kill myself. 
3  I would kill myself if I had the chance. 
 
10. Crying 
0  I don’t cry anymore than I used to. 
1  I cry more than I used to. 
2  I cry over every little thing. 
3  I feel like crying, but I can’t. 
 
11. Agitation 
0  I am no more restless or wound up than usual 
1  I feel more restless or wound up than usual. 
2  I am so restless or agitated that it’s hard to stay still 
3  I am so restless or agitated that I have to keep moving or doing something. 
 
12. Loss of Interest 
0  I have not lost interest in other people or activities. 
1  I am less interested in other people or things than before 
2  I have lost most of my interest in other people or things. 
3  It’s hard to get interested in anything. 
 
13. Indecisiveness 
0  I make decisions about as well as ever. 
1  I find it more difficult to make decisions than usual. 
2  I have much greater difficulty in making decisions than I used to. 
3  I have trouble making any decisions. 
 
14. Worthlessness 
0  I do not feel I am worthless. 
1  I don’t consider myself as worthwhile and useful as I used to. 
2  I feel more worthless as compared to other people. 
3  I feel utterly worthless. 
 
 
15. Loss of Energy 
0  I have as much energy as ever. 
1  I have less energy than I used to have. 
2  I don’t have enough energy to do very much. 
3  I don’t have enough energy to do anything. 
 
16. Changes in Sleeping Pattern 
0  I have not experienced any change in my sleeping pattern. 
  
 
1a  I sleep somewhat more than usual. 
1b  I sleep somewhat less than usual. 
2a  I sleep a lot more than usual. 
2b  I sleep a lot less than usual. 
3a  I sleep most of the day. 
3b  I wake up 1-2 hours early and can’t get back to sleep. 
 
17. Irritability 
0  I am no more irritable than usual. 
1  I am more irritable than usual. 
2  I am much more irritable than usual. 
3  I am irritable all the time. 
 
18. Changes in Appetite 
0  I have not experienced any change in my appetite. 
1a  My appetite is somewhat less than usual. 
1b  My appetite is somewhat greater than usual. 
2a  My appetite is much less than before. 
2b  My appetite is much greater than usual. 
3a  I have no appetite at all. 
3b  I crave food all the time. 
 
19. Concentration Difficulty 
0  I can concentrate as well as ever. 
1  I can’t concentrate as well as usual. 
2  It’s hard to keep my mind on anything for very long. 
3  I find I can’t concentrate on anything. 
 
20. Tiredness or Fatigue 
0  I am no more tired or fatigued than usual. 
1  I get more tired or fatigued more easily than usual. 
2  I am too tired or fatigued to do a lot of the things I used to do. 
3  I am too tired or fatigued to do most of the things I used to do. 
 
21. Loss of Interest in Sex. 
0  I have not noticed any recent change in my interest in sex. 
1  I am less interested in sex than I used to be. 
2  I am much less interested in sex now. 
3  I have lost interest in sex 
 
 
 
 
Impact of Events Scale (IES) 
List Today's Date_________ 
List the Date of the Event_________ 
Describe the Event______________________________________________ 
  
 
Below is a list of comments made by people after stressful life events.  Please mark each item, indicating 
how frequently these comments were true for you during the past seven days.  If they did not occur 
during that time, please mark the "not at all" column. 
Select only one answer per row. 
    Not at all Rarely   Sometimes   Often   
1. I thought about it when I didn't mean to.   0 1 3 5   
2. 
I avoided letting myself get upset when I 
thought about it or was reminded about it. 
0 1 3 5   
3. I tried to remove it from memory.   0 1 3 5   
4. 
I had trouble falling asleep or staying asleep 
because of pictures or thoughts about it that 
came to my mind.  
0 1 3 5   
5. I had waves of strong feelings about it.  0 1 3 5   
6. I had dreams about it.  0 1 3 5   
7. I stayed away from reminders about it.  0 1 3 5   
8. I felt as if it hadn't happened or was un real. 0 1 3 5   
9. I tried not to talk about it.  0 1 3 5   
10. Pictures about it popped into my mind. 0 1 3 5   
11. Other things kept making me think about it.  0 1 3 5   
12. 
I was aware that I still had a lot of feelings 
about it, but I didn't deal with them. 
0 1 3 5   
13. I tried not to think about it.  0 1 3 5   
14. Any reminder brought back feelings about it. 0 1 3 5   
15. My feelings about it were kind of numb. 0 1 3 5   
 
 
 
 
 
 
 
 
 
 
 
Functional Assessment of Cancer Therapy: General (FACT-G) (Version 4.0) (FOR CANCER 
PATIENTS ONLY TO COMPLETE—SEE COPY OF SURVEY ON THE NEXT PAGE) 
 
PHYSICAL WELL-BEING 
 
Not 
at all 
A little 
bit 
Some-
what 
Quite
a bit 
Very 
much 
 
G
P1 
I have a lack of energy ................................................................ 0 1 2 3 4 
  
 
Please circle or mark one number per line to indicate your response as it applies to the past 7 days. 
 
G
P2 
I have nausea ..........................................................................................0 1 2 3 4 
G
P3 
Because of my physical condition, I have trouble meeting the 
needs of my family .................................................................................
 
0 
 
1 
 
2 
 
3 
 
4 
G
P4 
I have pain ..............................................................................................0 1 2 3 4 
G
P5 
I am bothered by side effects of treatment .............................................0 1 2 3 4 
G
P6 
I feel ill ................................................................................................0 1 2 3 4 
G
P7 
I am forced to spend time in bed ............................................................0 1 2 3 4 
 
 SOCIAL/FAMILY WELL-BEING 
 
Not 
at all 
A little 
bit 
Some-
what 
Quite
a bit 
Very 
much 
 
G
S1 
I feel close to my friends ................................................................ 0 1 2 3 4 
G
S2 
I get emotional support from my family ................................................0 1 2 3 4 
G
S3 
I get support from my friends ................................................................0 1 2 3 4 
G
S4 
My family has accepted my illness ........................................................0 1 2 3 4 
G
S5 
I am satisfied with family communication about my illness .................. 
0 
 
1 
 
2 
 
3 
 
4 
G
S6 
I feel close to my partner (or the person who is my main 
support) ................................................................................................
 
0 
 
1 
 
2 
 
3 
 
4 
Q
1 
Regardless of your current level of sexual activity, please 
answer the following question. If you prefer not to answer it, 
please mark this box           and go to the next section. 
     
G
S7 
I am satisfied with my sex life ...............................................................0 1 2 3 4 
  
 
 EMOTIONAL WELL-BEING Not 
at all 
A little 
bit 
Some-
what 
Quite
a bit 
Very 
much 
 
G
E1 
I feel sad ................................................................................................0 1 2 3 4 
G
E2 
I am satisfied with how I am coping with my illness .............................0 1 2 3 4 
G
E3 
I am losing hope in the fight against my illness ................................0 1 2 3 4 
G
E4 
I feel nervous ..........................................................................................0 1 2 3 4 
G
E5 
I worry about dying ................................................................................0 1 2 3 4 
G
E6 
I worry that my condition will get worse ...............................................0 1 2 3 4 
 
 FUNCTIONAL WELL-BEING Not 
at all 
A little 
bit 
Some-
what 
Quite
a bit 
Very 
much 
 
G
F1 
I am able to work (include work at home) .............................................0 1 2 3 4 
G
F2 
My work (include work at home) is fulfilling ................................ 0 1 2 3 4 
G
F3 
I am able to enjoy life .............................................................................0 1 2 3 4 
G
F4 
I have accepted my illness ................................................................0 1 2 3 4 
G
F5 
I am sleeping well ..................................................................................0 1 2 3 4 
G
F6 
I am enjoying the things I usually do for fun ................................ 0 1 2 3 4 
G
F7 
I am content with the quality of my life right now ................................0 1 2 3 4 
 
  
 
 
 
 
 
 
 
 
 
YOU CAN STOP HERE 
 
 
 
 
 
THANK YOU FOR FILLING OUT THESE SURVEYS SO WE CAN EVALUATE THE 
PROGRAM 
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NAME OF PARTICIPANT:____________________________ 
 
 
 
NAME OF PARTNER:_________________________ 
 
  
 
 
SUPPORT GROUP:________________________________ 
 
 
DATE:____________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The Brief Accessibility, Responsiveness, and Engagement (BARE) scale  
Please circle the number that best represents your experiences in your current relationship with your 
partner. 
 
1= Never True               2= Rarely True  3= Sometimes True  4= Usually True  5= 
Always True 
 
Accessibility 
 
1. I am rarely available to my partner.     1  2  3  4  5 
  
 
 
2. It is hard for my partner to get my attention.     1  2  3  4  5 
 
Responsiveness 
 
3. I listen when my partner shares her/his deepest feelings.    1  2  3  4 5 
 
4. I am confident I reach out to my partner         1  2  3  4  5 
 
Engagement 
 
5. It is hard for me to confide in my partner.    1  2  3  4  5 
 
6. I struggle to feel close and engaged in our relationship.  1  2  3  4  5 
 
Partner’s Accessibility 
 
7. My partner is rarely available to me.     1  2  3  4 5 
 
8. It is hard for me to get my partner’s attention.    1  2  3  4  5 
 
Partner’s Responsiveness 
 
9. My partner listens when I share my deepest feelings.   1  2  3 4  5 
 
10. I am confident my partner reaches out to me.   1  2  3  4  5 
 
Partner’s Engagement 
 
11. It is hard for my partner to confide in me.    1  2  3  4  5 
 
12. My partner struggles to feel close and engaged in our  
       relationship.                                                                              1  2  3  4       5 
 
 
 
 
 
 
 
 
Experiences in Close Relationship Scale-Short Form (ECR-S) ---Adult Attachment  
 
Instructions: The following statements concern how you feel in romantic relationships. We are interested 
in how you generally experience relationships, not just in what is happening in your current relationship. 
Respond to each statement by indicating how much you agree or disagree with it. Mark your answer using 
the following rating scale. 
 
1   2   3    4   5   6   7  
Strongly  
Disagree       Disagree       Slightly Disagree   Neutral        Slightly Agree        Agree               Strongly  
  
 
                                                                                                                                             Agree  
 
1. It helps to turn to my romantic partner in times of need.   
1  2  3  4  5  6  7 
 
2. I need a lot of reassurance that I am loved by my partner.   
1  2  3  4  5  6  7 
 
3. I want to get close to my partner, but I keep pulling back.   
1  2  3  4  5  6  7 
  
4. I find that my partner(s) don't want to get as close as I would like.  
1  2  3  4  5  6  7 
 
5. I turn to my partner for many things, including comfort and reassurance.  
1  2  3  4  5  6  7 
 
6. My desire to be very close sometimes scares people away.   
1  2  3  4  5  6  7 
 
7. I try to avoid getting too close to my partner.     
1  2  3  4  5  6  7 
 
8. I do not often worry about being abandoned.     
1  2  3  4  5  6  7 
 
9. I usually discuss my problems and concerns with my partner.   
1  2  3  4  5  6  7 
 
10. I get frustrated if romantic partners are not available when I need them.  
1  2  3  4  5  6  7 
 
11. I am nervous when partners get too close to me.    
1  2  3  4  5  6  7 
 
12. I worry that romantic partners won't care about me as much as I care about them.  
1  2  3  4  5  6  7 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
RDAS-Revised Dyadic Adjustment Scale  
Most people have disagreements in their relationships. Please indicate below the extent of agreement or 
disagreement between you and your partner for each item. 
 
 Always 
Agree   
 
(5) 
Almost 
Always   
Agree   
 (4) 
Occasionall
y Agree 
 
(3)  
Frequently 
Disagree 
 
(2) 
Almost 
Always 
Disagree   
(1) 
Always 
Disagree 
 
 (0) 
1. Religious matters       
2. Demonstrations of 
affection 
      
3. Making major decisions       
4. Sex relations       
5. Conventionality (correct 
or proper behavior) 
      
6. Career decisions       
 
 All the 
Time 
(0) 
Most of 
the time      
(1) 
More often 
than not  
(2) 
Occasionally  
 
(3) 
Rarely 
 
(4)    
Never 
 
(5) 
7. How often do you discuss or 
have you considered divorce, 
separation, or terminating your 
relationship?  
      
8. How often do you and your 
partner quarrel? 
      
9. Do you ever regret that you 
married (or lived together)? 
      
10. How often do you and your 
mate "get on each other's 
nerves"? 
      
 
 Every Day 
 (4)  
Almost Every 
Day           (3) 
Occasionally 
(2) 
Rarely 
(1) 
Never 
 (0) 
11. Do you and your mate engage 
in outside interests together? 
     
 
 
How often would you say the following events occur between you and your mate? 
 Never 
 
 
(0) 
Less than 
once a 
month     
(1) 
Once or 
twice a 
month  
(2) 
Once or 
twice a 
week   
(3)  
Once a 
day 
 
(4) 
More often 
 
 
 (5) 
12. Have a stimulating 
exchange of ideas 
      
13. Work together on a project       
14. Calmly discuss something       
 
 
 
  
 
 
 
Beck Depression Inventory-II (BDI-II)  
 
Instructions:  This questionnaire consists of 21 groups of statements. Please read each group of 
statements carefully, and then pick out the one statement in each group that best describes the way you 
have been feeling during the past two weeks, including today.  Circle the number beside the statement 
you have picked.  If several statements in the group seem to apply equally well, circle the highest number 
for that group.  Be sure that you do not choose more than one statement for any group, including Item 16 
(Changes in Sleeping Pattern) or Item 18 (Changes in Appetite). 
 
1. Sadness 
0  I do not feel sad. 
1  I feel sad much of the time. 
2  I am sad all the time. 
3  I am so sad or unhappy that I can’t stand it. 
 
2. Pessimism 
0  I am not discouraged about my future. 
1  I feel more discouraged about my future than 
I used to be. 
2  I do not expect things to work out for me. 
3  I feel my future is hopeless and will only get worse. 
 
3. Past Failure 
0  I do not feel like a failure. 
1  I have failed more than I should have. 
2  As I look back, I see a lot of failures. 
3 I feel I am a total failure as a person. 
 
4. Loss of Pleasure 
0  I get as much pleasure as I ever did from the things I enjoy. 
1  I don’t enjoy things as much as I used to. 
2  I get very little pleasure from the things I used to enjoy. 
3  I can’t get any pleasure from the things I used to enjoy. 
 
5. Guilty Feelings 
0  I don’t feel particularly guilty. 
1  I feel guilty over many things I have done or should have done. 
2  I feel quite guilty most of the time. 
3  I feel guilty all of the time. 
 
6. Punishment Feelings 
0  I don’t feel I am being punished. 
1  I feel I may be punished. 
2  I expect to be punished. 
3  I feel I am being punished. 
 
 
7. Self-Dislike 
0  I feel the same about myself as ever. 
  
 
1  I have lost confidence in myself. 
2  I am disappointed in myself. 
3  I dislike myself. 
8. Self-Criticalness 
0  I don’t criticize or blame myself more than usual. 
1  I am more critical of myself than I used to be. 
2  I criticize myself for all my faults. 
3  I blame myself for everything that happens. 
 
9. Suicidal Thoughts or Wishes 
0  I don’t have any thoughts of killing myself. 
1  I have thoughts of killing myself, but I would not carry them out. 
2  I would like to kill myself. 
3  I would kill myself if I had the chance. 
 
10. Crying 
0  I don’t cry anymore than I used to. 
1  I cry more than I used to. 
2  I cry over every little thing. 
3  I feel like crying, but I can’t. 
 
11. Agitation 
0  I am no more restless or wound up than usual 
1  I feel more restless or wound up than usual. 
2  I am so restless or agitated that it’s hard to stay still 
3  I am so restless or agitated that I have to keep moving or doing something. 
 
12. Loss of Interest 
0  I have not lost interest in other people or activities. 
1  I am less interested in other people or things than before 
2  I have lost most of my interest in other people or things. 
3  It’s hard to get interested in anything. 
 
13. Indecisiveness 
0  I make decisions about as well as ever. 
1  I find it more difficult to make decisions than usual. 
2  I have much greater difficulty in making decisions than I used to. 
3  I have trouble making any decisions. 
 
14. Worthlessness 
0  I do not feel I am worthless. 
1  I don’t consider myself as worthwhile and useful as I used to. 
2  I feel more worthless as compared to other people. 
3  I feel utterly worthless. 
 
15. Loss of Energy 
0  I have as much energy as ever. 
1  I have less energy than I used to have. 
2  I don’t have enough energy to do very much. 
3  I don’t have enough energy to do anything. 
 
  
 
16. Changes in Sleeping Pattern 
0  I have not experienced any change in my sleeping pattern. 
1a  I sleep somewhat more than usual. 
1b  I sleep somewhat less than usual. 
2a I sleep a lot more than usual. 
2b  I sleep a lot less than usual. 
3a  I sleep most of the day. 
3b  I wake up 1-2 hours early and can’t get back to sleep. 
 
17. Irritability 
0  I am no more irritable than usual. 
1  I am more irritable than usual. 
2  I am much more irritable than usual. 
3  I am irritable all the time. 
 
18. Changes in Appetite 
0  I have not experienced any change in my appetite. 
1a  My appetite is somewhat less than usual. 
1b  My appetite is somewhat greater than usual. 
2a  My appetite is much less than before. 
2b  My appetite is much greater than usual. 
3a  I have no appetite at all. 
3b  I crave food all the time. 
 
19. Concentration Difficulty 
0  I can concentrate as well as ever. 
1  I can’t concentrate as well as usual. 
2  It’s hard to keep my mind on anything for very long. 
3  I find I can’t concentrate on anything. 
 
20. Tiredness or Fatigue 
0  I am no more tired or fatigued than usual. 
1  I get more tired or fatigued more easily than usual. 
2  I am too tired or fatigued to do a lot of the things I used to do. 
3  I am too tired or fatigued to do most of the things I used to do. 
 
21. Loss of Interest in Sex. 
0  I have not noticed any recent change in my interest in sex. 
1  I am less interested in sex than I used to be. 
2  I am much less interested in sex now. 
3  I have lost interest in sex 
 
 
 
  
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
    
 
 
 
Impact of Events Scale (IES) 
List Today's Date_________ 
List the Date of the Event_________ 
Describe the Event______________________________________________ 
Below is a list of comments made by people after stressful life events.  Please mark each item, indicating 
how frequently these comments were true for you during the past seven days.  If they did not occur 
during that time, please mark the "not at all" column. 
Select only one answer per row. 
    Not at all Rarely   Sometimes   Often   
1. I thought about it when I didn't mean to.   0 1 3 5   
2. 
I avoided letting myself get upset when I 
thought about it or was reminded about it. 
0 1 3 5   
3. I tried to remove it from memory.   0 1 3 5   
4. 
I had trouble falling asleep or staying asleep 
because of pictures or thoughts about it that 
came to my mind.  
0 1 3 5   
5. I had waves of strong feelings about it.  0 1 3 5   
6. I had dreams about it.  0 1 3 5   
7. I stayed away from reminders about it.  0 1 3 5   
8. I felt as if it hadn't happened or was un real. 0 1 3 5   
9. I tried not to talk about it.  0 1 3 5   
10. Pictures about it popped into my mind. 0 1 3 5   
11. Other things kept making me think about it.  0 1 3 5   
12. 
I was aware that I still had a lot of feelings 
about it, but I didn't deal with them. 
0 1 3 5   
13. I tried not to think about it.  0 1 3 5   
  
 
14. Any reminder brought back feelings about it. 0 1 3 5   
15. My feelings about it were kind of numb. 0 1 3 5   
  
  
  
 
 
 
 
 
 
 
 
 
Functional Assessment of Cancer Therapy: General (FACT-G) (Version 4.0) (FOR CANCER 
PATIENTS ONLY TO COMPLETE—SEE COPY OF SURVEY ON THE NEXT PAGE) 
 
PHYSICAL WELL-BEING 
 
Not 
at all 
A little 
bit 
Some-
what 
Quite
a bit 
Very 
much 
 
G
P1 
I have a lack of energy ................................................................ 0 1 2 3 4 
G
P2 
I have nausea ..........................................................................................0 1 2 3 4 
G
P3 
Because of my physical condition, I have trouble meeting the 
needs of my family .................................................................................
 
0 
 
1 
 
2 
 
3 
 
4 
G
P4 
I have pain ..............................................................................................0 1 2 3 4 
G
P5 
I am bothered by side effects of treatment .............................................0 1 2 3 4 
G
P6 
I feel ill ................................................................................................0 1 2 3 4 
G
P7 
I am forced to spend time in bed ............................................................0 1 2 3 4 
 
 SOCIAL/FAMILY WELL-BEING 
 
Not 
at all 
A little 
bit 
Some-
what 
Quite
a bit 
Very 
much 
 
G
S1 
I feel close to my friends ................................................................ 0 1 2 3 4 
  
 
 
Please circle or mark one number per line to indicate your response as it applies to the past 7 days. 
 
 EMOTIONAL WELL-BEING Not 
at all 
A little 
bit 
Some-
what 
Quite
a bit 
Very 
much 
 
G
E1 
I feel sad ................................................................................................0 1 2 3 4 
G
E2 
I am satisfied with how I am coping with my illness .............................0 1 2 3 4 
G
E3 
I am losing hope in the fight against my illness ................................0 1 2 3 4 
G
E4 
I feel nervous ..........................................................................................0 1 2 3 4 
G
E5 
I worry about dying ................................................................................0 1 2 3 4 
G
E6 
I worry that my condition will get worse ...............................................0 1 2 3 4 
 
 
G
S2 
I get emotional support from my family ................................................0 1 2 3 4 
G
S3 
I get support from my friends ................................................................0 1 2 3 4 
G
S4 
My family has accepted my illness ........................................................0 1 2 3 4 
G
S5 
I am satisfied with family communication about my illness .................. 
0 
 
1 
 
2 
 
3 
 
4 
G
S6 
I feel close to my partner (or the person who is my main 
support) ................................................................................................
 
0 
 
1 
 
2 
 
3 
 
4 
Q
1 
Regardless of your current level of sexual activity, please 
answer the following question. If you prefer not to answer it, 
please mark this box           and go to the next section. 
     
G
S7 
I am satisfied with my sex life ...............................................................0 1 2 3 4 
  
 
 FUNCTIONAL WELL-BEING 
 
Not 
at all 
A little 
bit 
Some-
what 
Quite
a bit 
Very 
much 
 
G
F1 
I am able to work (include work at home) .............................................0 1 2 3 4 
G
F2 
My work (include work at home) is fulfilling ................................ 0 1 2 3 4 
G
F3 
I am able to enjoy life .............................................................................0 1 2 3 4 
G
F4 
I have accepted my illness ................................................................0 1 2 3 4 
G
F5 
I am sleeping well ..................................................................................0 1 2 3 4 
G
F6 
I am enjoying the things I usually do for fun ................................ 0 1 2 3 4 
G
F7 
I am content with the quality of my life right now ................................0 1 2 3 4 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Hold Me Tight Conversations Rating Scale 
 
Please read each of the following statements carefully and decide whether or not the Hold Me Tight 
program had an effect on your relationship in that area. Indicate how strongly you agree or disagree by 
circling the appropriate number on the scale beside each statement.  
 
Please answer as accurately and honestly as you can. 
 
1 = STRONGLY DISAGREE     
2 = MODERATELY DISAGREE    
3 = MILDLY DISAGREE     
4 = NEUTRAL (NEITHER AGREE NOR DISAGREE) 
5 = MILDLY AGREE 
6 = MODERATELY AGREE 
7 = STRONGLY AGREE 
 
 
1. I understand my negative cycle and how I pull my partner into it 
 
1 2  3  4  5  6  7 
 
2. I can identify my sensitivities and raw spots in my romantic relationship 
 
1  2  3  4  5  6  7 
 
3. I can tell my partner my fears, reach for my partner and tell my partner my needs 
 
1  2  3  4  5  6  7 
 
4. I can identify key injuries and begin to heal them 
 
1  2  3  4  5  6  7 
 
5. I can talk more openly about sex and my sexual needs 
  
 
 
1  2  3  4  5  6  7 
 
6. I am planning to make specific efforts to take care of my relationship 
 
1  2  3  4  5  6  7 
 
 
 
 
 
 
 
 
 
 
 
Couple’s Consumer Satisfaction Questionnaire  
The following survey is part of our evaluation of the treatment program that you have received.  It is 
important that you answer as honestly as possible.  The information obtained will help us to evaluate and 
continually improve the program we offer.  Your cooperation is greatly appreciated. 
 
A. The Overall Program 
Please circle the response that best expresses how you honestly feel. 
 
1.The major problem(s) that originally prompted me to begin treatment is (are)  
    at this point 
 
considerably worse slightly  the slightly  improved greatly 
    worse  worse  same improved   improved 
 
2. Our problems as a couple that have been treated at this program are at this point 
 
considerably worse slightly  the slightly  improved greatly 
    worse  worse  same improved   improved 
 
3. My partner’s problems or my problems that have not been treated during this program are 
 
considerably worse slightly  the slightly  improved greatly 
    worse  worse  same improved   improved 
 
4. My feelings at this point about my partner’s or my progress are that I am 
 
very dissat- dissatis- slightly      neutral slightly  satisfied very 
   isfied    fied          dissatisfied  satisfied             satisfied 
 
5. To what degree has the treatment program helped with other general personal or  
     family problems 
 
hindered hindered hindered         neither    helped    helped helped 
  
 
much more   slightly           helped   slightly          very much 
than helped         nor hindered    
 
6. At this point, my expectation for a satisfactory outcome of the treatment is 
 
very  pessimistic slightly  neutral    slightly optimistic        very 
pessimistic   pessimistic  optimistic          optimistic 
 
 
7. Would you recommend the program to a friend or relative? 
 
strongly recom-  slightly       neutral    slightly not           strongly 
recom-  mend  recom-    not recom-    recommend            not 
mend      mend        mend          recommend 
 
 
 
8. My overall feeling about the treatment program is 
  
very  negative somewhat neutral     slightly positive  very 
negative   negative      positive   positive 
 
B. Therapist(s) or Group Facilitators 
 
In this section we’d like to get your ideas about your therapist(s) or group facilitators.  Please circle 
the response to each question that best expresses how you feel. 
 
1.I feel that the therapist’s clinical skills and approach was 
 
very  fair  slightly  average  slightly          high       superior 
poor    below    above 
    average    average 
 
2. The therapist’s preparation was 
 
poor  fair  slightly  average  slightly          high      superior 
    below    above 
    average    average 
 
3. Concerning the therapist’s interest and concern in me and my partner, I was 
 
extremely dissatisfied slightly  neutral       slightly satisfied      extremely 
dissatisfied   dissatisfied       satisfied         satisfied 
 
4. Concerning my personal feelings toward the therapist 
 
I dislike I dislike I dislike           I have a       I like I like        I like 
him/her  him/her  him/her            neutral      him/her         him/her        him/her 
very much   slightly            attitude     slightly         very much 
                toward 
                him/her 
  
 
 
 
 
C. Hold Me Tight Intervention  
 
In this section we’d like to get your ideas about the Hold Me Tight Intervention.  Please circle the 
response to each question that best expresses how you feel. 
 
1. Please rate the program on the following dimensions, where 1 is poor and 5 is excellent: 
Hold Me Tight Content  1       2       3       4       5   
Group/Couple exercises   1       2       3       4       5 
DVD segments 1       2       3       4       5 
Homework   1       2       3       4       5 
Overall rating 1       2       3       4       5 
 
 
2. Do you think this program is culturally sensitive where 1 is poor to 5 is excellent? 
 
1      2       3       4       5 
 
3. How likely will you apply the skills and information you have learned to your 
relationship, where 1 is unlikely and 5 is likely?     
 
1       2       3       4       5 
 
 
D. Your Opinion Please 
 
1. What parts of the Hold Me Tight program was most helpful to you? 
 
 
 
 
 
2. What did you like most about the Hold Me Tight program? 
 
 
 
 
 
3. What did you like the least about the Hold Me Tight program? 
 
 
 
 
 
4. What part of the Hold Me Tight program was least helpful to you? 
 
 
  
 
 
 
 
5.  How could the Hold Me Tight program have been improved to help you and your spouse/partner 
more? 
 
 
 
YOU CAN STOP HERE 
 
 
THANK YOU FOR FILLING OUT THESE SURVEYS SO WE CAN EVALUATE THE 
PROGRAM 
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Appendix H: Adapted 5-Session HMT Treatment Manual (March, 2014) 
 
 Couples' Support Group 
Facilitator’s Manual  
~ An Adaptation of Hold Me Tight  
By Dr. Sue Johnson 
for Cancer Patients ~ 
F 
 
 
 
 
 
So what are the Conversations that help us connect 
and cope with stressful life conditions? 
 
 
VII. Week 1: Group Introductions 
VIII. Week 2: Recognizing Demon Dialogues 
IX. Week 3: Finding the Raw Spots & Becoming Open and 
Responsive 
X. Week 4: Bonding Through Sexuality and Touch 
XI. Week 5: Caring for Yourself and Your relationship 
 
 
 
 
 
 
 
 
 
  
  
 
 
Week 1 
Introductions and Overview of HMT 
 
 
Summary of Session 1 
 
7. Facilitator introductions, confidentiality, and group member introduction (15 minutes). 
8. Overview of the goals and structure of the HMT group (10 minutes). 
9. Process and share group member’s experiences with cancer—Accessing underlying feelings (30 
minutes). 
10. Break (10 minutes) 
11. Facilitator outlines the key concepts of HMT and adult attachment (15 minutes). 
12. Complete the ARE questionnaire and share this with their partners (first in-class exercise, 20 
minutes). 
13. Facilitator encourages couples to share the impact of the exercise with the bigger group and how 
they are coping with the cancer diagnosis and treatment (10 minutes). 
14. Facilitator summarizes what was reviewed in the first session and describes the first homework 
assignment-- Complete Homework 1 (10 minutes). 
 
Group Member Introductions, Confidentiality, and Facilitator Introduction (15 minutes) 
First the group facilitators introduce themselves. Let’s start with some guidelines to help 
everyone feel comfortable participating in the group. 
 
The following are some ground rules that need to be observed in this group so we can help 
each other and also feel comfortable sharing: 
• (Allow each person to have equal time.) To get the most from the group, each 
of you should have an opportunity to share your ideas, ask questions, and 
share. 
•  The personal things we talk about in here are not to be shared outside this 
group. Any information discussed during the first group will remain confidential 
and will not be shared outside the group. Everyone is expected to honor the 
confidentiality rule by not discussing personal material from their group sessions 
with people who are not part of this group. Of course, there is always the 
possibility that someone will violate this rule; if any of you have concerns about 
confidentiality, please feel free to talk to me about it. 
• Offer Support. Your comments and feedback should be: 
o Caring. Show the other members of your group that you care about them 
by being thoughtful and respectful. 
o Non-pressuring. Don’t force others to do something they don’t want to 
do. 
o We want to create a safe place, where you can trust group members 
and me as your leader so everyone can feel supported. 
 
Additional ground rules:  Turn off your cell phones, iPhones, Blackberries and pagers; no 
text messaging, and avoid interrupting others.  In terms of confidentiality, the group leader 
  
 
is obligated to break confidentiality if someone in the group is planning on harming himself 
or herself or someone else. 
 
Then group facilitators ask couples in the group to introduce themselves and share how they have been 
coping with the cancer diagnosis and treatment. Finally group facilitators ask each couple what they 
would like to learn in this group. 
 
Overview of the goals and structure of the HMT group (10 minutes) 
When we are in stressful or life threatening situations like coping with cancer and the often tough 
oncology treatment regimen (e.g., diagnosis, surgery, radiation, chemotherapy, hormone therapy) in a 
partner or spouse, we need comfort and support to get through this difficult time together. However, 
there may be roadblocks that keep us from getting what we need from each other. Sometimes, this is 
caused by misunderstandings or poor communication when we feel upset or hurt. At other times, it can 
be caused by our usual ways of responding to each other that can lead to more disconnection to one’s 
partner. During this 5-session bi-weekly class (over 10 weeks), we will learn about our usual ways of 
interacting with each other that leads to disconnection, and find ways to stop it so that we can help each 
other connect and cope with the cancer together in more loving and supportive ways. 
 
Break (10 minutes) 
 
Process and share member’s experiences with cancer—Accessing underlying feelings (30 
minutes) 
Questions to help participants’ process their current experiences and feelings about the cancer: 
• How have you each been coping with cancer? Does faith, spirituality, or religion help you cope? 
• What is the most difficult part? What is the part that you are particularly proud of yourself and 
your partner? 
• Has cancer changed you in anyway (e.g., personality, relationship, work)? 
• To whom or where do you currently find support? 
• What would you like to receive (e.g., support) from your partner? 
 
 
 
Facilitator outlines the key concepts of HMT and adult attachment (15 minutes) 
What does a safe relationship look like? 
• Soothes and comforts. 
• Offers a safe haven: Healing environment that we can create with each other. 
• Promotes openly expressing our feelings to each other (affect regulation/integration). 
• Promotes new definitions of self:  Makes me feel worthy & competent. 
• Promotes confidence/trust in self and in other. 
• Promotes openness to new experiences, risk taking, and learning new things together.  
• Protects against getting hurt again (re-traumatization).   
•      Promotes resilience & is an antidote or helps to reduce feelings of isolation. 
 
Complete the ARE questionnaire and share this with their partners (first in-class exercise, 
20 minutes) 
 
 
 
  
 
 
In-class Didactic Exercise: 
 
Please complete the ARE questionnaire below and then share it with your partner privately. 
 
During moments of doubt or disconnection, the question is: A.R.E.* you there for me? When the 
answer to this question is “no” or “maybe,” Demon Dialogues often result. 
• (A = Accessible, R = Responsive, E = Engaged) 
 
A.R.E. Questionnaire 
From your viewpoint is your partner accessible to you? 
        1.  I can get my partner's attention easily.  T   F 
        2. My partner is easy to connect with emotionally. T   F 
        3. My partner shows me I come first with him/her. T   F 
        4. I am not feeling lonely or shut out in this relationship. T   F 
        5. I can share my deepest feelings with my partner he/she will listen. T   F 
                                                                                 
From your viewpoint is your partner responsive to you?  
         1. If I need connection and comfort, he/she will be there for me. T   F 
         2. My partner responds to signals that I need him/her to come close. T   F 
         3. I find I can lean on my partner when I am anxious or unsure. T   F 
         4. Even when we fight or disagree, I know that I am important to  
my partner and we will find a way to come together. T   F 
         5. If I need reassurance that I am important to my partner, I can get it. T   F 
 
  Are you positively emotionally engaged with each other? 
         1. I feel very comfortable being close to, trusting my partner. T   F 
         2. I can confide in my partner about almost anything. T   F 
         3. I feel confident, even when we are apart, that we are connected  
to each other.  T   F 
         4. I know that my partner cares about my joys, hurts, and fears. T   F 
  
 
         5. I feel safe enough to take emotional risks with my partner. T   F 
 
 
Facilitator encourages couples to share the impact of the exercise with the larger group. (10 
minutes) 
 
 
Facilitator summarizes the first session and describe the first homework assignment—
Complete the exercise in the “Hold Me Tight” p. 50-56 and 59-61 (10 minutes) 
 
 
 
Homework #1 
 
Sit down with your partner in a quiet setting. Try to share your answers for the following 3 questions: 
 
1. Before your present relationship, did you experience a safe, loving 
relationship with someone you trusted, felt close to, and could turn to in needed (This person can be a 
family member, a friend, a lover, etc.)? Do you have an image of what this looks like in your head, a 
model that can help you as you create your present relationship? Think of one good time or typical 
moment that captures this relationship and share it with your partner. 
 
2. Can you remember a time when you really needed to know a loved one 
was with you? If she or he was not, what was that like for you and what did you learn from it? How 
did you cope with being alone? Does this have an impact on your relationships now? 
 
3. Name two very specific things that a safe, accessible, responsive, and 
engaged lover in a relationship with you would do on a typical day? How would those things make you 
feel at that moment? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
Week 2 
Recognizing Demon Dialogue:  
Are we fighting the dragon together? 
 
 
Summary of Session 2 
 
1. Facilitator checks in with group members and asks how they experienced the first class and 
encourages them to bring up any current or old concerns and suggestions regarding how the cancer 
is affecting their relationship and their lives in general (10 minutes). 
2. Facilitator reviews the first homework exercise with the participants (10 minutes) 
3. Facilitator outlines the key concepts: Recognizing the Demon Dialogues. Two facilitators use example 
1 to do a role-play in front of the whole group, and then leads the group discussion (30 minutes). 
4. Break (10 minutes) 
5. Couples then complete the second in-class exercises described below (45 minutes). 
6. Facilitator encourages couples to share the impact of the exercise with the larger group and how they 
are coping with the cancer diagnosis and treatment (15 minutes). 
7. Facilitator summarizes the second session and describes the second homework assignment—
Complete Homework 2 (10 minutes) 
 
Facilitator checks in with group members and asks how they experienced the first class and 
encourages them to bring up any current or old concerns and suggestions regarding how the 
cancer is affecting their relationship and their lives in general (10 minutes) 
 
Facilitator reviews the first home work exercise with participants (10 minutes) 
 
Facilitator outlines the key concepts: Recognizing the Demon Dialogues. Two facilitators use 
example 1 to do a role-play in front of the whole group, and leads the group discussion (30 
minutes) 
 
Key Concepts: 
 
•Find the Bad Guy: (It can’t be me!) Blame – Blame, Attack – Attack 
 
•The Protest Polka: One of you criticizes, controls, complains – the other avoids, defends, and 
stonewalls 
 
•Freeze & Flee: Mutual withdrawal into helplessness and hopelessness. 
Note: You can do all three Demon Dialogues, but usually one is front and center 
 
Demon Dialogue 1: Find the Bad Guy 
 
Characteristics of this dialogue are: 
  
 
• Our eyeballs face out (It can’t be me!). 
• We search for a start to the cycle. 
• We define the other person and the relationship in absolutes. 
• Main emotion seems to be anger. 
• Both spouses/partners feel trapped in the cycle. The dialogue dead ends. There are no 
winners. And partners get sucked into the details or content of the issue. 
 
As a result of this, spouses or partners get caught in a negative spiral: the more one partner attacks 
the more dangerous or unsafe you appear to your spouse or partner. When the other partner 
senses danger, he/she will watch his/her back, defend, or stonewall creating more disconnection, 
hurt, and feeling alone as you cope with cancer. 
 
Demon Dialogue 2: The Protest Polka 
 
This dominant dialogue is deadly for love relationships. This dialogue is all about attachment where 
both of you are protesting your lack of connection to each other. In this dialogue, your attachment 
agenda, including your emotions and needs are hidden. When they are hidden, the attachment 
messages you send to your spouse or partner are ambiguous or unclear. 
 
The spiral is endless: the more disconnected or dismissed one of you feels, the more both of you will 
complain, demand, get critical, and pursue your spouse or partner. When I do this, I look dangerous 
or feel unsafe to you so you move away, defend yourself, shut down and shut me out. The more... 
 
Demon Dialogue 3: Freeze & Flee 
 
This Demon Dialogue describes mutual withdrawal where you both disconnect from each other, and 
the relationship dance grinds to a halt. Frozen defense and denial occurs – where both of you do not 
take risks with each other to heal the issue or to resolve the conflict. Often this is because of a chronic 
Protest Polka. Spouses or partners feel hopeless, and consequently give up on being loved or asking 
for what they need from each other. Spouses/partners stop touching, stop having sex, and become 
strangers to each other. An icy emptiness emerges, a depressing feeling which is a prelude or comes 
before detachment. 
 
This spiral looks like this: The more I hold back and shut down my feelings, the more careful and 
distant you become. The more distant you are, the more I go into my shell and disconnect from you 
to feel safe and to avoid being hurt again because I feel that you are not there for me when I feel 
vulnerable and scared (while I am coping with cancer), leaving us both feeling all alone and 
unsupported. 
 
 
 
 
  
  
 
Example 1: 
Jane, a police officer and a competitive swimmer, found a golf ball-sized lump in her right breast when 
she was 36 years old. It turned out to be stage-3 breast cancer. Jane immediately began 4 months of 
aggressive chemotherapy. She had her right breast removed over the past summer and she will soon 
start chemotherapy and radiation therapy for the next 6 months.  
This has been a difficult process for Jane and her partner Sam. Jane is taking a medical leave from work 
while she undergoes this tough treatment regimen. She has not been actively involved in household 
responsibilities and physical activities that she used to enjoy because of the constant fatigue from the 
chemotherapy and radiation treatment. Jane feels guilty for dumping all of the household responsibilities 
onto Sam, and feels frustrated because she does not feel energetic and is not the independent person 
she used to be. Moreover, she feels frightened for her health and the process of cancer treatment.  
Jane sometimes feels shut down and ignored by Sam. Part of her understands and feels guilty that Sam 
is also tired and exhausted because he is working all day and has had to pick up some of the childrearing 
responsibilities and consequently is not always in the mood to talk to her or to cuddle. However, the 
other part of her feels angry and hurt by his growing distance. It worries her to see the deep frown on 
Sam’s face whenever she tries to approach him and to talk about her fears about the cancer treatment 
and prognosis. Jane feels sad, lonely and isolated and often feels like she is coping with the cancer 
diagnosis and the side effects from the cancer treatment on her own, especially when he seems to be 
cold and annoyed with her when she tries to approach him for comfort. Jane often feels that Sam is not 
interested in listening to her fears and worries and feels like he just wants her to “get over it” and go 
through the treatment without complaining or expressing her feelings to him. 
On the other hand, Sam is exhausted, worried, and spent, too. He has to be the primary caregiver for 
Jane and for their two young children (ages 6 and 10), and also go to most of Jane’s medical 
appointments with her.  Sam feels a lot of pressure to be the strong partner at home, to keep Jane’s 
spirits up, and to comfort their young children when they feel scared about their mother’s cancer. When 
Jane is upset, Sam feels more pressure and does not have the energy to deal with what he perceives as 
her moodiness and anxiety. Sam does not feel appreciated when Jane keeps asking more and more from 
him; he feels that spread too thin juggling double duty as a parent while she is navigating the fatigue 
and emotional distress from the cancer treatment. Sam has never told Jane about his fear of losing her 
in the future and how much it hurts him to see her in so much discomfort. He feels fearful and struggles, 
especially after she receives her chemotherapy treatment which leaves her even more tired, sick, and 
nauseous the next day. He keeps his negative feelings from Jane because he does not want to burden 
her as she navigates the treatment and does not want to make her feel worse about the situation. Sam 
sometimes wonders how much longer can he can keep doing this but does not like to dwell on his fears 
because, “it is not going to help with the situation and work still needs to be done.” He describes himself 
as a “lone soldier” with limited backup and support and little validation from Jane. 
As a result, Jane feels alone, hurt, scared, and guilty, and Sam also feels alone, tired, and scared. Jane 
feels rejected and Sam feels that he does not measure up to Jane’s standards; that in her eyes he is not 
performing well as a husband and father while she is being treated for breast cancer. Yet they do not 
share their feelings with each other and are unable to talk openly about Jane’s cancer and how it is 
affecting their relationship to each other. Their relationship has consequently become distant most of the 
time as they often avoid discussing anything in-depth, especially their true feelings and fears about the 
cancer and their future. Sometimes when Jane protests in anger and frustration, Sam becomes quieter 
and withdraws further from her, making them both feel further alone and unloved.  
 
 
 
  
 
Introduction for role-players: 
• Please use the script below as a reference. Do NOT read the script verbatim.  
• Please use your own words during the role-play. 
• Key points that you MUST cover: 
 For Jane: seeking support and comfort, becoming critical and angry when ignored 
and dismissed; accusing Sam for not being available and caring.  
 
 For Sam: rejecting Jane’s help; dismissing Jane’s worry; trying to talk optimistically 
and positively; feeling angry and unappreciated; stonewalling and shutting down the 
conversation. 
 
Script for Role-Play: 
 
Jane: You look tired today. 
Sam: I am fine. I just have a lot on my mind (cold, distant tone). 
Jane: What’s on your mind? Can I help? 
Sam: It is just work related stuff. You don’t have to worry about it. What would you like for dinner? 
Jane: I will go back to see Dr. Jones tomorrow for my follow-up. I am anxious to find out the test results 
to see if the tumor is responding well to the chemotherapy and shrinking.  
Sam: You will be fine. Your last follow-up came back ok and Dr. Jones said that you were doing great, 
that the treatment was working well. Try to stay positive. 
Jane: I am trying to stay positive--I just want to share with you my fears and worries before my doctor’s 
appointment.  
Sam: There is nothing to worry about. All you need to do at this point is to take good care of yourself. 
Jane: (becoming defensive and angry) I am taking good care of myself and there is nothing wrong with 
me feeling anxious. There is always a chance that the cancer may not respond well to the 
treatment and could come back in the future after I complete the chemotherapy and radiation. 
Why can’t I be worried about it? 
Sam: You can worry about it when it actually happens. Don’t scare yourself and dwell on the negative 
when there is nothing to be scared of, just wait for the doctor’s appointment. 
Jane: You just don’t want to talk about it and you just don’t understand. Why can’t you just be there for 
me? (angrily) 
Sam: I am not here for you? (Logical tone) I was with you for all of your doctor’s appointments. I am 
taking care of our two children and the house while also working full-time. This conversation is 
getting ridiculous; you are not being logical. Can we just have a peaceful and quiet dinner?  
Jane: I am trying to help as much as my body allows. You make it sound like it is my fault. I did not ask 
to get breast cancer. I need a partner who can listen, bear witness, and understand how difficult 
this is for me and you are not there for me.   
Sam: Can we just finish dinner (stonewalling)? I really don’t want to argue with you, especially with the 
children in the other room. 
 
 
Suggested Discussion Topics for Example 1: 
 
5. What are feelings do you think Jane and Sam have? 
6. Do you see Jane moving toward or away from Sam? What did she do? 
7. Do you see Sam moving toward or away from Jane? What did he do? 
8. What is their interactional cycle? 
  
  
 
Break (10 minutes) 
 
Couples then complete the second in-class exercises given below (45 minutes) 
 
In-class Didactic Exercise: 
 
Instruction for the facilitator:  Please use the case example (Jane & Sam) to go over the in-class 
exercise as a demonstration. 
Demon Dialogue: Exercise 1  
When you suddenly find that you are not feeling safely connected to your partner, what do you 
usually do? See if you can find a word in the list below that describes your response. Then, share this 
with your partner. 
 
Ask yourself: When things are not going well between us, I tend to feel: 
Angry      Sad 
Alone      Disappointed 
Abandoned     Like I have to figure it out by myself 
Justified in my anger    Deprived 
Annoyed, irritated    Despairing, hopeless 
Frustrated     Like I want to protect myself 
Scared      Hurt 
Anxious      Not heard, not valued, not important 
 
Ask yourself: When things are not going well between us, what I tend to do is: 
Move towards you by: 
 Complaining Becoming critical Blaming 
 Becoming angry pointing out your mistake  
 Yelling  Telling you how to change 
 Telling you how to improve Expressing frustration in an angry way 
 Expressing disapproval Defining you as being THE problem 
 Making threats Prodding 
 Pursuing/Insisting that you pay attention 
 Insisting on making my point even if I get push 
OR/AND 
 
Moving away from you by: 
 Trying to zone out Giving up and withdrawing  
 Refusing to talk and leaving Staying calm and reason with you 
 Shutting you out Stop listening and numbing out 
 Changing the subject Trying to get away 
 Staying silent and not responding  
 Defending myself and showing you that you are wrong 
  
 
 Going into my shell and stay behind a wall 
 Protecting myself by distancing  
 
 
Demon Dialogue: Exercise 2 
 
 
 
 
• THEN WE GET STUCK BECAUSE: 
 
The more I________________________________________________________, 
 
The more you______________________________________________________, 
 
And the more you___________________________________________________, 
 
The more I_________________________________________________________, 
 
Until we both end up feeling___________________________________________. 
 
START HERE:
Partner A Feeling
_______________
Partner A 
Behavior
_______________
Partner B 
Feeling
___________________
Partner B 
Behavior
_______________
Partner A 
Feeling
_________________
  
 
 
• When these Demon Dialogues come for us, we could help each other and stop the spiral by: 
 
 
Facilitator encourages couples to share the impact of the exercise with the bigger group and how 
they are coping with the cancer diagnosis and treatment (15 minutes) 
 
 
Facilitator summarizes the session and presents homework-- Complete exercise in the “Hold Me 
Tight” p.94-97 (10 minutes) 
 
 
 
Homework #2 
 
Sit down with your partner in a quiet setting. Try to share your answer to the following questions: 
 
1. Can you identify which of the three patterns – Find the Bad Guy, the 
Protest Polka, Freeze and Flee – most threatens your relationship? Can you think of an example of 
your recent interaction where you and your partner are engaged in this pattern? 
2. Can you share with your partner one cue that sparks the dance 
between you two? Can you also identify exactly how you push your partner away from you or make it 
dangerous for your partner to come closer? 
3. Can you make a list of all the things that this dance has taken away 
from you and your relationship? 
 
 
 
  
  
 
 
Week 3 
Finding the Raw Spots: 
Becoming open and responsive 
 
 
 
Summary of Session 3: 
6. Facilitator checks in with group members about their experiences in the second class and 
encourages them to bring up any current or old concerns. Facilitator reviews the concept of Demon 
Dialogues covered in the last class, using the concerns/issues group members have brought up (10 
minutes). 
7. Facilitator reviews the homework exercise with the group members (10 minutes) 
8. Facilitator outlines the key concepts for conversation 2: Finding the Raw Spots. Two facilitators 
use example 2 to do a role-play, and to lead the group discussion (30 minutes). 
9. Break (10 minutes) 
10. Couples then complete the second in-class exercise(s) described below (35 minutes). 
11. Facilitator encourages all couples to share the impact of the exercise with the bigger group (15 
minutes). 
12. Facilitator summarizes the session and presents homework—Complete Homework 3 (10 minutes) 
 
Facilitator checks in with the group members about their experiences in the previous class 
and encourages them to bring up any current or old concerns. Facilitator reviews the concept 
of Demon Dialogues covered in last class, using the concerns/issues group members have 
brought up (10 minutes). 
 
Facilitator reviews the homework exercise with the group members (10 minutes) 
 
Facilitator outlines the key concepts for conversation 2: Finding the Raw Spots. Two 
facilitators use example 2 to do a role-play, and to lead the group discussion (30 minutes) 
 
Key Concepts: 
 
What Happens When a Raw Spot is Hit? 
 
• There is a radical shift in your emotional tone & emotional reality. 
• The response may seem way out of proportion – even to you! You get off balance, go 
into instant survival mode, and step into a Demon Dialogue spiral. It can feel out of control. 
Feelings themselves get scary or trigger feelings of shame. 
• Pinpoint the attachment vulnerabilities and sensitivities that trigger and shape the 
Demon Dialogue. 
 
What Can I Do? 
 
  Look for universal raw spots (you have your own special version): 
• Deprived – emotional starvation 
  
 
• Deserted – abandoned, rejected, not valued 
Look for the colors of hurt: fear of rejection / abandonment / sadness & loss / longing 
& shame / fears about self. 
 
Understand that: 
• Raw Spots are “learned” from specific past wounds. 
• It is often hard to tune into raw spot emotions. 
• They move FAST. We pick up on secondary coping responses such as surface anger 
and numbing which cover our more primary responses & raw spots. 
• Making sense of raw spots and directly talking about them and dealing with them is 
the key to breaking the power of the Demon Dialogues moments of disconnection. 
 
Example 3: 
 
In November 2012, Paul went to see his primary care provider after months of experiencing a health 
problem. After a series of tests, including a test for PSA, Paul was immediately sent to have a biopsy with 
an oncologist and that’s when he received his cancer diagnosis. He was diagnosed with stage II prostate 
cancer. Paul immediately wanted to look into treatment options other than radical prostatectomy that his 
cancer doctor had recommended. In particular, he did not want to have surgery and was willing to do 
anything to take care of the cancer without having surgery. Paul developed an interest in alternative 
treatments other than western medicine. He has tried acupuncture, aromatherapy, biofeedback, 
hypnosis, etc.  
 
However, Mary, Paul’s wife, feels differently about her husband’s prostate cancer treatment options. Mary 
would like Paul to continue working with his oncologist, while trying out alternative treatments as a 
supplement. Their differences of opinion have led to many arguments. Mary would make a doctor’s 
appointment for Paul, and Paul would miss it or refuse to go with her. Mary would then get very angry 
with Paul when she found the herbal supplements that Paul purchased online, instead of going to his 
appointment. Mary feels that Paul is acting like a defiant child, and feels she cannot talk to him in a logical 
and reasonable way. Mary also feels shut out because Paul refuses to involve her in any of his decisions 
related to his prostate cancer treatment. 
 
Paul insists on making medical decisions on his own because “this is my body, my life.” Paul is most 
worried about how the surgery and cancer treatment will affect his ability to make love to his wife and the 
risk of incontinence that he has read is a common side-effect of the treatment. Consequently, he often 
walks away whenever Mary approaches him for a discussion and refuses to inform her of his prognosis. 
Mary usually tries to give him some space and respect, but often blows up and gets angry at him because 
she is worried and frustrated. She angrily accuses Paul of being in denial and selfish because she is afraid 
to lose him to prostate cancer. Paul flights back by calling her a “controlling bitch.” After a heated fight 
when they both have said very hurtful thing to each other, they stay distant for days without saying a 
word to each other, leaving both feeling hurt, alone, and disconnected. 
 
Introduction for role-players: 
• Please use the script as reference. Do NOT read the script verbatim.  
• Please use your own words during the role-play. 
• Key points MUST cover: 
 For Mary: wanting to help; expressing concern; feeling angry and hurt by Paul’s 
rejection; seeing Paul as stubborn, isolated, and being in denial.  
 For Paul: rejecting Mary’s help and concern; being defensive and angry; pushing 
  
 
Mary away emotionally; seeing Mary as controlling, pushy, and critical. 
 
Script for Role-Play: 
 
Mary: Did you go to the doctor’s office to have a consultation with the surgeon today? 
Paul: No.  
Mary: Why not? Did you forget? I reminded you last night. 
Paul: I didn’t forget. 
Mary: Then why didn’t you go?  
Paul: I just didn’t go. 
Mary: What do you mean that you just didn’t go? Do you know how difficult it is to get an appointment 
scheduled with a prostate cancer surgeon? 
Paul: I’ve told you many times that I do not want to have a surgery so there is no reason to consult with 
an oncology surgeon. 
Mary: Why can’t you just go talk to the doctor? Maybe you will learn that there is really nothing to be 
afraid of and surgery is the best way to prevent the prostate cancer from spreading. 
Paul: I have told you this over and over again, that I know what I am doing and I don’t need your 
nagging. 
Mary: I am so sick and tired of your selfishness. You have never thought of me when you make these 
decisions. You push me away and never listen. This is not just about you. It affects me too.  
Paul: This is my life, my body, so I get to decide what I want to do. 
Mary: NO (getting loud and angry)! You don’t get it. We are married, so nothing is just about you 
anymore. This is not the first time you have made decisions without me. You don’t even bother to 
notify me or to keep me informed. And you are so stubborn.  
Paul: Why would I want to keep you informed? You just start yelling at me and try to control me. The 
more I tell you, the more you criticize me and put me down. 
Mary: I am not trying to control you. I am trying to wake you up to see the reality, instead of being a 
coward. Do you think it will change the fact that you have cancer by not going to see the doctor?  
Don’t you think that I would be worry about you? 
Paul: (yelling) Disagreeing with you doesn’t make me a coward. Every time I disagree with you, I 
become a terrible husband who has never listened to you. You have control issues and that’s not 
my problem. This is my life, my body, and I get to make the decision, end of conversation. 
 
Suggested Discussion Topics for Example 3: 
 
6. What did each partner share that is considered a more defensive, rejecting feeling that can 
lead to pushing the other person away? 
7. What did each partner share that was a softer, more vulnerable feeling that could have led 
to more connection? 
8. Was it easy for Paul and Mary to share their vulnerable feelings? What got in the way of 
their sharing? What do they seem afraid of? 
9. What did Paul and Mary need from the other person at this stressful moment in their 
relationship? 
 
  
 
Break (10 minutes) 
 
Couples then complete the second in-class exercise(s) described below (35 minutes) 
 
Unpacking the Raw Spot Exercise: 
 
Instruction for the facilitator:  Please use the case example (Paul & Mary) to go over the in-class 
exercise as demonstration. 
 
a. Can you identify a raw spot (a moment of instant insecurity) that reoccurs in your relationship? 
 
b. Choose from the list given below and pick the word that best describes the deeper emotion that comes 
up for you in these moments. This is often some kind of fear about yourself or your partner and how he 
or she feels about you.  
 
In the moments of disconnection when I don’t feel that you are on my side, deep down I feel: 
 
 Lonely Dismissed Unimportant  
 Helpless Scared Hurt 
 Hopeless Intimidated Panicked  
 Rejected Inadequate Sad 
 Failing/Ashamed Lost/Confused Isolated  
 Let down Humiliated Overwhelmed 
 Small/Insignificant Vulnerable Unwanted
 Worried/Shaky 
 
c. On the surface, your spouse sees you as:     
 
d. And, if you shared these deeper feelings with your partner, what would be the worst thing happened 
(choose from below)?  
 
1. You will disagree with me. 
2. You will invalidate and dismiss my concerns. 
3. You will tell me what to do as if I am not smart or capable enough to deal with the situation. 
4. You will walk away from me as if you are not interested in what I have to say. 
5. You will criticize me and tell me it is my fault. 
6. You will ignore me and give me no response. 
7. I will become a burden of yours. 
8. You will not understand my feelings and think I am wrong for feeling this way. 
9. You will use this information to attack me in the future fight. 
10. You will not be able to give me what I need. 
 
  
  
 
e. Put it together 
• When we get stuck in disconnection, you see my  (c)  , but underneath that I feel 
  (b)  . 
 
• Sometimes I don’t share these softer feelings with you because it feels    (choose 
from: hard, scary, strange, uncomfortable, wrong, useless, risky, weak) because you may 
respond to me by _______(d)___________ (behaviors). 
 
• What I actually need from you is: _________________________ (choose from below) 
 
 
1. To know that I am special to you and that you really value our relationship 
2. To feel reassured that nothing is more important to you than us 
3. To feel wanted and needed by you, as a partner and a lover 
4. To sense that making me happy is important to you 
5. To know that I am loved and accepted, with my failings and imperfections, because I can’t be 
perfect for you 
6. To feel safe because you care about my feelings, hurts, and needs 
7. To know that I can count on you to be there for me;  
8. To know that you will not leave me alone when I need you the most 
9. To know that I will be heard and respected. 
10. To know that you won’t dismiss me or leap into thinking the worst of me.   
11. To know that I can ask you to hold me and to understand that just asking is very hard for me 
 
g. Share your answers with your partner. 
 
Becoming Open and Responsive Exercise: 
 
4. With your spouse or partner, agree on a description of a recent, upsetting incident that is 
not too “hot” anymore.  
5. Together write down a brief new version of this incident. Add the underlying feelings each 
of you had during and after that incident. What did you need from your partner/spouse during and 
after that incident? 
6. Reach an agreement on what you might have done together, right after that incident, to 
emerge from it with a sense of safety and a more secure connection to each other. Please include (1) 
what you might have done differently, and (2) what you might need from the other person to help you 
stay engaged and vulnerable. 
 
Facilitator encourages all couples to share the impact of the exercise with the larger group 
(15 minutes) 
 
  
  
 
Facilitator summarizes the third session and presents the next homework assignment-- 
Complete exercise in the “Hold Me Tight” p. 117-120 (10 minutes) 
 
 
Homework #3 
 
Sit down with your partner in a quiet setting. Try to share your answers to the following questions: 
 
1. Can you pinpoint a time in your current relationship when a small 
response or a lack of response from your partner suddenly changed your sense of safety with your 
partner? Or when you got totally caught up in reacting in a way that you knew would tie you into a 
Demon Dialogue? 
2. What was the negative attachment cue, the trigger that created a sense 
of emotional disconnection for you? What was your general feeling in the split second before you 
reacted and got mad or numb? What did your partner specifically do or say that sparked this response? 
3. As you think of a moment when your own raw spot is rubbed, what 
happens to your body? What do you say to yourself when this happens? When did you do then? 
 
 
 
  
 
 
Week 4 
Bonding through Sex & Touch 
 
 
Summary of Session 4: 
 
6. Facilitator checks in with participants about their experiences in the previous class and 
encourages them to bring up any current or old concerns. Facilitator reviews the concept of 
finding the raw spots, using the concerns/issues group members have brought up (10 
minutes). 
7. Facilitator reviews the third HW exercise with the participants (10 minutes) 
8. Facilitator outlines the key concepts: Bonding through Sex and Touch. Two facilitators use 
example 4 to do a role-play, and lead the group discussion (30 minutes). 
9. Break (10 minutes) 
10. Couples then complete the in-class exercises described below (35 minutes). 
11. Facilitator encourages couples to share the impact of the exercise with the larger group (15 
minutes). 
12. Facilitator summarizes the session and presents the final homework assignment-- Complete 
Homework 4 (10 minutes) 
 
Facilitator checks in with the participants about their experiences in the 
previous class and encourages them to bring up any current or old 
concerns. Facilitator reviews the concept of finding the raw spots, using 
the concerns/issues group members have brought up (10 minutes) 
 
Facilitator reviews the third HW exercise with participants (10 minutes) 
 
Facilitator outlines the key concepts: Bonding through Sex and Touch. Two 
facilitators use example 4 to do a role-play, and lead the group discussion 
(30 minutes) 
 
What Happens? 
 
Physical intimacy, once a strong attraction and high point in the relationship, now seems less 
satisfying and more mundane or not exciting. It might also serve as a source of disappointment or 
a lead to hurtful comments. 
 
Goals: 
Physical intimacy can be an important opportunity to develop emotional openness and 
responsiveness, tender touch and do erotic exploration together. Secure, loving partners can relax, 
let go, enjoy, and immerse themselves in the pleasure of intimacy and lovemaking. 
 
What Can I Do 
  
 
Understand that: 
• Safe emotional connections can lead to great sex 
• Great sex can help us develop a deeper emotional connection 
• Sex is intimate play / safe adventure –which is part of a good relationship. 
• Fear and arousal do not mix. “Thrill” describes being present and responsive in the moment 
• There are three kinds of sex : 
o Sealed Off Sex – sensation, performance, novelty 
o Solace Sex – cuddles not orgasm, proof of love 
o Secure Synchrony Sex – let go, tune in, communicate, and express one’s needs. 
• Touch and chemistry link sex and attachment – they are meant to be integrated 
• Touch arouses and soothes. Oxytocin or hormones are released at orgasm which makes us feel 
good and is also released when we touch each other tenderly  
 
REMEMBER: Practicing being emotionally present makes perfect!  Versus not being attuned to 
each other or aware of your partner’s needs and feelings, which breeds boredom and a lack of 
connection. 
 
Example 4: 
The underlying issue that Jane and Sam were unable to address is Jane’s negative body image and 
decreased feelings of attractiveness after the removal of her left breast. She avoided any physical 
contact with Sam and did not want to talk about pursuing breast reconstructive surgery. Sam was 
aware of Jane’s insecurity about her body. He avoided and tiptoed around this topic and became 
extremely avoidant and distant. He protected Jane by not engaging in any physical or sexual contact 
with her. Jane felt very ambivalent and unsure about the “sex and touch” issue. On the one hand, 
she was relieved that Sam stayed away from her physically and did not pressure her to have sex; at 
the same time, she was very upset that Sam has not initiated or seemed interested in any physical 
contact since her breast surgery. Jane was afraid that Sam no longer found her attractive. Instead of 
addressing her underlying fears with Sam, Jane started to get agitated and was more critical towards 
Sam. Sam, on the other hand, felt alone and helpless. He tried to discuss the breast reconstructive 
surgery options with Jane so that she would not feel so insecure about her body. Unfortunately, Jane 
was hurt and angry because she interpreted this as his indirect way of telling her that she was 
deformed and ugly which is why he wanted her to have plastic surgery. When they each slept on 
their respective sides of the bed every night, they both felt alone, sad, and scared. 
 
 
Introduction for role-players: 
• Please use the script as reference. Do NOT read the script verbatim.  
• Please use your own words during the role-play. 
• Key points MUST cover: 
 For Jane: feeling unattractive, unwanted, and undesirable; afraid of being 
rejected; afraid of sharing her fear and vulnerability with Sam; needing 
reassurance from Sam. 
 
 For Sam: trying to be considerate and sensitive to Jane’s condition; feeling 
misunderstood and helpless; wanting to support and comfort Jane and doesn’t 
know what to do; wanting to reassure Jane. 
  
 
Script for Role-Play: 
 
Sam: I saw Jody (a neighbor) today when I took out the trash. She must have lost 20 pounds and 
she looked great. 
Jane: (keeping silent with a smirk on her face) 
Sam: So what did I say wrong this time? 
Jane: Nothing! It is normal for a man to pay attention to a pretty woman, even though that 
woman is not his wife! 
Sam: I did not say she was beautiful! I just said she looked good after losing some weight. 
Jane: So she looked good, you just admitted it.  
Sam: (Sigh) Honey, it doesn’t matter how good Jody looks! It doesn’t mean anything to me. You 
are the one whom I am attracted to. You are my wife and I love you. 
Jane: Then how come you haven’t told me so since my breast surgery? When was the last time 
you touched me? 
Sam:  I thought you didn’t want me to touch you. I thought you didn’t want me to pay attention to 
your body. 
Jane: I don’t want you to see my scar, but I would like to know that you still think I am attractive. 
Sam: I told you that many times, but you don’t believe me. You think that I only say those things 
to make you feel better. You become stiff and nervous whenever I am within a 10-inch radius of 
you. When I accidentally touch your body, you pull away liked you are burned.  
Jane: I know that I have been sending mixed messages to you. I feel so confused. I want to be 
intimate with you, but I am afraid that you will find me ugly and reject me. I don’t know if I can 
survive if you push me away after I show you my scar. I am so scared. If I show you my body and 
you tell me that you don’t like it, I will be devastated and hurt.  
Sam: I know your body looks different now. You have lost ¼ of your breast, but it doesn’t change 
who you are. It definitely won’t change how I feel about you. When we sleep on separate sides of 
the bed without touching at all, I sometimes wonder if you still want me or need me as a husband. 
I want to reach out to touch you, but I am afraid that you will reject me.   
Jane: But how can you still find me attractive when I can’t even stand to look at myself in the 
mirror? 
Sam: Because you mean so much more to me than ¼ of your one breast. Because I love you! 
Jane: It is very difficult for me to believe you. If you are telling me the truth, how come you don’t 
even hold my hand anymore? You don’t even cuddle with me in bed like we used to. 
Sam: I stopped touching you since your surgery, because I thought you didn’t want me to. I did 
not want to put any more pressure on you. I did not want you to feel that you have to put out and 
be intimate with me, when you were not ready. I wanted to give you some time and space to 
become comfortable with me. 
Jane: I really, really want to believe you, but this is really difficult for me. 
Sam: I understand. I am not asking you to believe me right away, but I would like you to think 
about it, and maybe give me a chance to prove it to you. When you become stiff because of my 
touch, I am hurt because I feel rejected. However, my heart aches to learn about your fear and 
insecurity. I don’t want you to feel bad about yourself. I want you to look at yourself through my 
eyes. I see a strong beautiful woman whom I want to spend the rest of my life with. I would like 
you to give me a chance and let me be close to you in bed. 
Jane: I am very moved, but it is still difficult for me to completely believe it. I will try, so please be 
patient with me.  
  
 
Sam: I know. I want you to know that you don’t have to deal with these problems all by yourself. I 
am your partner, and I want to be here for you. 
Jane: I appreciate it. I don’t want to be a burden, but I will try to count on you more. I also want 
you to tell me when your feelings are hurt because it is never my intent to reject you or push you 
away. 
 
Suggested Discussion Topics for Example 5: 
 
1. What are the insecurities or fears that each partner addresses?  
2. What struck you most about the way Sam responded to Jane’s feeling that she is unattractive? 
3. What struck you most about the way Jane responded to Sam’s risk of reaching out to her? 
4. How did Sam help Jane begin to engage and heal together? 
5. What would be the most difficult things for you to do if you were Sam and Jane? 
 
Break (10 minutes) 
 
 
Couples then complete the in-class exercises described below (35 minutes) 
 
      Sex & Touch Exercise 
 
Instruction for the facilitator:  Please use the case example (Jane & Sam) to go over the in-
class exercise as demonstration. 
 
Each partner tells the other of your current sexual relationship with your partner. Try to share how 
you feel about the following questions with your partner. If it is hard for you to talk about sex or 
any particular topic in this assignment, then explore and share, with your partner’s help, what 
worries you about having this conversation. 
 
6. What matters to you the most when you and your partner make love? 
7. When do you feel most unsure or uncomfortable during your current sexual relationship with 
your partner? 
8. What are the two most important tips you would give to your partner as a lover? 
9. There are no perfect lovers. Given this fact, how would you like to be or to see yourself as a 
lover? 
10. How do you each deal with the inevitable times when you want to make love and your partner 
is not in the mood or is too tired or not aroused?  
a. What do you say at that moment? 
b. How do you deal with any feelings of rejection or hurt?  
c. What can you and your partner do so that you both still feel loved and safely connected? 
 
Facilitator encourages couples to share the impact of the exercise with the larger group 
(15 minutes) 
 
  
 
Facilitator summarizes the session and presents homework-- Complete exercise in the 
“Hold Me Tight” p. 201-203 (10 minutes) 
Homework #4 
 
There are two parts of this Homework. Please complete the first part on your own, and then try to 
complete the second part with your partner. 
 
Part 1: Try to answer the following questions on your own 
1. When you are in bed with your partner, do you 
generally feel emotionally safe and connected? What helps you feel this way? When you do not 
feel this way, how could your partner help you? 
2. Do you feel that you do enough touching and 
holding in your relationship? When would you like to be touched and held more? 
3. What make you feel most unsure or 
uncomfortable during lovemaking? 
4. What make you feel closest to your partner 
during lovemaking? 
 
Part 2: Try to answer the following questions with your partner 
1. What do you want to be able to do as a couple when sex isn’t 
working for you physically? 
2. What do you do when sex isn’t working for you emotionally? 
3. How can your partner help you here? 
 
 
 
 
  
  
 
 
Week 5 
Caring for Yourself & Your Relationship 
 
 
Summary of Session 5: 
 
7. Facilitator checks in with participants about their experiences in the previous class and 
encourages them to bring up any concerns and suggestions (10 minutes). 
8. Facilitator reviews the fourth HW exercise with participants (10 minutes) 
9. Facilitator outlines the key concepts: Caring for Yourself & Your Relationship. (15 minutes). 
10. Couples then complete the in-class exercises described below (35 minutes). 
11. Break (10 minutes) 
12. Facilitator encourages couples to share their experiences and what they have learned in the 5 
sessions (20 minutes). 
13. Facilitators lead a group activity for closure: In the large group, couples are asked to create a 
list of wishes for all couples who are fighting and coping with cancer (15 minutes). 
14. Facilitator summarizes the session, provides psycho-education on cancer and referrals for 
other treatment options such as individual, couple, or family therapy are made (5 minutes). 
 
 
Facilitator checks in with the participants about their experiences in the 
previous class and encourages them to bring up concerns and suggestions (10 
minutes) 
 
Facilitator reviews the fourth homework exercise with participants (10 
minutes) 
 
Facilitator outlines the key concepts: Caring for Yourself & Your Relationship. 
(15 minutes) 
 
What Happens? 
The most miraculous progress in a relationship needs care and attention. Without consistent 
nurturing of the safe and secure bond that is developed, couples can slip into old, negative 
patterns once more. 
 
Goals and Action Steps: 
• Recap and reflect on the danger points in the relationship. This enhances a safe connection. 
• Celebrate the positive moments, big and small. 
• Plan rituals around the moments of separation and reunion in your daily lives. 
• Help each other identify recurring attachment issues in order to increase emotional safety. 
• Create a resilient relationship story that describes how the two of you have avoided 
relationship injuries, and learned to repair and forgive. 
• Create a future love story outlining what you want your bond to look and feel like five to ten 
years down the road.  
  
 
 
Ways to Care for your Relationship and Keep your Love Alive: 
 
• Take a detour at the dangerous point – Don’t use anger and defensiveness to hide your fear, 
sadness, and shame.  
• Keep an album of images and stories of key moments in your relationship. 
• Create rituals – small, everyday, or more momentous. Make time for each other. 
• Do Hold Me Tight conversations. 
• Emotional connection is the key – especially before you try to problem solved. 
 
Couples then complete the in-class exercises described below (35 minutes) 
 
Reconnection Exercise: Having a different conversation 
 
Each partner tells the other about your life and experiences after the cancer diagnosis. Try to 
share your answer to the following questions with your partner. If it is hard for you to talk 
about your illness or any particular topic given in this assignment, then try to explore and 
share, with your partner’s help, what worries you about having this conversation. 
 
7. How has the cancer diagnosis and treatment influenced or changed you, your relationship, and 
other parts of your life? 
8. What are you most proud of about since the cancer diagnosis and during the treatment? 
9. What do you most appreciate about your partner? 
10. What are you most afraid of? And what do you need from your partner when you are afraid? 
11. What are the two most important tips you would give to your partner so that she/he can 
better support and take care of you? 
12. Plan a ritual that you can both do everyday to demonstrate to your partner how important he 
or she is to you. Now share this with your partner. 
 
Break (10 minutes) 
 
Facilitator encourages couples to share their experiences and what they 
have learned in the 5 sessions (20 minutes) 
 
 
Facilitators lead a group activity for closure: In the large group, couples are 
asked to create a list of wishes for all couples who are fighting and coping 
with cancer (15 minutes) 
 
 
Facilitator summarizes the session, provides psycho-education on cancer and 
referrals for other treatment options such as individual, couple, or family 
therapy are made (5 minutes) 
 
 
  
 
Appendix I: Adapted 5-session Treatment Fidelity Checklist 
Couple’s Support Group:  Adaptation of Hold Me Tight for Couples coping 
with Cancer (5-session). 
 
Treatment Fidelity Checklist for watching 6 couple support group sessions 
 
Session 1: Introduction to the HMT group 
 
Materials that group facilitators and assistants should bring to first session: 
• Attendance Sheet  
• Adult consent forms 
• Pre-test Assessment Packets 
• Pens 
• Fidelity checklist  
• 10 dollars/participant, tokens, receipts for participant to sign 
• Food/drinks/paper goods 
• Video Cameras/Tripods to record session and break out session 
• Hold Me Tight Book/1 for each couple 
• ARE questionnaire/1 for each participant  
• Cancer Handout ACS 
• Homework Assignment Handout 
• Handout with second session date and remind couples of next session 
    
I.  Welcome and Introductions. (15 minutes) 
 
__ Leader begins by introducing herself and & explains rules, and guidelines for group.  
__ Leader explains group confidentiality clearly. 
__ Leader asks each couple what they would like to learn in the support group. 
__ Leader gives equal time for each couple. 
__ Leader describes how cancer is stressful and the importance of comfort and support. 
__ Leader explains how sometimes partners misunderstand each other which can lead to  
     poor communication when feeling upset, vulnerable, or hurt. 
__ Leader clearly explains support and disconnection in the context of couples coping with the 
diagnosis and treatment of cancer. 
 
II. Overview of the goals and structure of the HMT group (10 minutes) 
 
__ Leader briefly introduces the topic of each of the 5 group meetings.  
__ Leader explains the goals of HMT and its focus on rebuilding attachment bonds between 
couples. 
__ Leader follow time guidelines (10 minutes) 
 
III. Process and share experiences with cancer (30 minutes) 
 
  
 
__ Leader asks couples in group to share about themselves & how are coping with cancer 
__ Leader uses validation skill to respond to member after they shared their experience with 
cancer. 
__ Leader uses empathic reflection skill to respond to member after they shared their experience 
with cancer. 
__ Leader introduces the concept of secondary emotions and vulnerable, underlying feelings. 
__ Leader encourage members to identify their own feelings. 
__ Leader follows time guidelines (30 minutes). 
 
IV. Break (10 minutes) 
__ Leader takes a 10-minute break. 
 
V. Key concepts of HMT and adult attachment (15 minutes) 
 
__ Leader introduce the concepts of adult attachment as our innate needs for survival. 
__ Leader explains how HMT is guided by the attachment framework. 
__ Leader uses simply, plain language to introduce attachment. 
__ Leader follows time guidelines (15 minutes) 
 
VI. 1st in-class Dyadic Exercise (ARE or Accessible, Responsive, Engaged Survey (20 minutes) 
 
__ Leader follows time guidelines (20 minutes). 
__ Leader distributes copies of the ARE questionnaire. 
__Leader explains that ARE asks during moments of doubt or disconnection, ARE you 
     There for me?  When the answer to this question is “no” or “maybe”, Demon  
     Dialogues often result. 
__ Leader asks each couple to each complete the ARE survey and share this with partner. 
__ Group facilitators help and encourage couples to answer ARE questions and participate in the 
dyadic exercise. 
 
VII. Facilitator encourages couples to share the impact of the exercise with the bigger group (10 
minutes) 
 
__ Leader follows time guidelines (10 minutes) 
__ Leader encourages members to share their experience. 
__ Leader gives positive and empathic feedback/response to members. 
__ Leader helps members to link their experience with the key points of ARE (accessibility, 
responsiveness, and engagement)  
 
 
VIII. Facilitator summarizes the session and presents homework (10 minutes). 
 
__ Leader follows time guidelines (10 minutes). 
__ Leader summarizes the sessions and checks in with how couples are feeling. 
__ Leader describes the homework I to be completed over the next 2 weeks. 
__ Leader reminds couples of date for next session in 2 weeks.  
  
 
 
 
 
Session 2 
 
 
Conversation 1: Recognizing the Demon Dialogues:  Are We Fighting the Dragon  
Together? 
 
• Pens 
• Fidelity checklist  
• 10 dollars/participant, tokens, receipts for participant to sign 
• Food/drinks/paper goods 
• Video Cameras/Tripods to record session and break out session 
• Demon Dialogue: Exercise 1 Handout (word list/participant) 
• Demon Dialogue: Exercise 2 Handout (steps of dance/participant) 
• Cancer Handout ACS 
• Homework Assignment Handout 
• Handout with second session date and remind couples of next session 
 
I.  Welcome back and Check in. (10 minutes) 
 
__ Leader checks in with couples and asks about experiences in the first session.  
__ Leader again explains group confidentiality clearly. 
__Leader follows time guidelines (10 minutes). 
__ Leader asks each couple about how cancer is affecting their relationship and lives. 
__ Leader gives equal time for each couple. 
 
II. Facilitator reviews the homework exercise (10 minutes) 
 
__ Leader follows time guidelines (10 minutes). 
__ Leader asks members if they had any question regarding HW1. 
__ Leader encourages members to share their experience of completing HW1. 
 
III. Facilitators outline key concepts of conversation 1: Recognizing the Demon Dialogues. Two 
facilitators use example 1 to do a role-play in front of the whole group, and leads the group 
discussion. (30 minutes) 
 
__ Leader follows time guidelines (30 minutes). 
__ Leader explains key concepts and 3 types of Demon Dialogues of conversation 1:  
 Recognizing Demon Dialogues clearly: 
 __ Demon Dialogue 1: Find the bad guy (Main emotion anger and blame other). 
 __ Demon Dialogue 2: The Protect Polka (Both protesting lack of connection). 
 __ Demon Dialogue 3: Freeze and Flee (Mutual withdrawal). 
__ Two facilitators use example 1 and do a role play in front of the whole group (Jane &  
     Sam case study) 
  
 
__ During the role-play, the facilitator who plays Jane includes the following points: 
__ seeking support and comfort 
__ becoming critical and angry when ignored and dismissed 
__ accusing Sam for not being available and caring 
__ During the role-play, the facilitator who plays Sam include the following points: 
__ rejecting Jane’s help 
__ dismissing Jane’s worry 
__ trying to talk optimistically and positively 
__ feeling angry and unappreciated 
__ stonewalling and shutting down the conversation 
 
__Two facilitators then lead a group discussion using the following questions: 
__ What are the feelings Jane and Sam may have? 
__ Do you see Jane moving toward or away from Sam? What did she do? 
__ Do you see Sam moving toward or away from Jane? What did he do? 
__ What is their interactional cycle? 
 
 
IV. Break (10 minutes)—Ting to check in with group leaders regarding fidelity 
__ Leader follow time guidelines. 
 
V.  in-class Dyadic Exercise (45 minutes) 
 
__ Leader follows time guidelines (45 minutes). 
__ Leader uses story of Jane and Sam’s to go over the in-session exercise. 
__ Leader asks couples to find a word in the list that describes usual emotional response. 
__ Leader asks couples to find a word in the list that describes usual behavioral response. 
__ Leader asks couples to share responses with partner.  
__Leader asks couples to record the steps of their dance using a loop or spiral. 
__Leader asks couples to share loop with their partners. 
__ Group facilitators help and encourage couples to share their responses with each other. 
 
 
 
VII. Facilitator encourages couples to share the impact of the exercise with the bigger group (15 
minutes) 
 
__ Leader follows time guidelines (15 minutes) 
__ Leader encourages members to share their experience. 
__ Leader gives positive and empathic feedback/response to members. 
__ Leader helps members to link their experience back to their interactional cycle. 
 
 
VIII. Facilitator summarizes the session and presents homework (10 minutes). 
 
__ Leader follows time guidelines (10 minutes). 
  
 
__ Leader summarizes the sessions and checks in with how couples are feeling. 
__ Leader describes the homework 2 to be completed over the next 2 weeks. 
__ Leader reminds couples of date for next session in 2 weeks.  
  
 
Session 3 
 
Conversation 2: Finding the Raw Spots: Becoming open and responsive 
 
Materials that leader and RAs should bring to second session: 
• Attendance Sheet  
• Pens 
• Fidelity checklist for  
• 10 dollars/participant, tokens, receipts for participant to sign 
• Food/drinks/paper goods 
• Video Cameras/Trips to record session and break out session 
• Exercise 1 Handout (Identifying raw spot AND word list/participant) 
• Exercise 2 Handout (Fill in Blanks) 
• General American Cancer Society Handout 
• Homework Assignment  
• Handout with third session date and remind couples of next session 
 
I.  Welcome back and Check in. (10 minutes) 
 
__ Leader checks in with couples and asks about experiences in the second session.  
__ Leader again explains group confidentiality clearly. 
__Leader follows time guidelines (10 minutes). 
__ Leader asks each couple how they have been coping with cancer since last session. 
__ Leader gives equal time for each couple. 
 
II. Facilitator reviews the homework exercise (10 minutes) 
 
__ Leader follows time guidelines (10 minutes). 
__ Leader asks members if they had any question regarding HW2. 
__ Leader encourages members to share their experience of completing HW2. 
 
III. Facilitators outline the key concepts for conversation 2: Finding the Raw Spots. Two 
facilitators use example 2 to do a role play, and to lead the group discussion (30 minutes) 
 
__ Leader follows time guidelines (30 minutes). 
__ Leader clearly explains key concepts of conversation 2:  
 __ What happens when a raw spot is hit: (response may seem out of proportion). 
 __ What can I do?: (look for universal raw spots: deprived, deserted). 
 __ Understand that: (Raw spots are learned, hard to tune into them, move FAST). 
__ Two facilitators use example 2 and do a role play in front of the whole group (Paul &  
     Mary case study) 
__ During the role-play, the facilitator who plays Paul includes the following points: 
__ rejecting Mary’s help and concern 
__ being defensive and angry 
__ pushing Mary away emotionally 
__ seeing Mary as controlling, pushy, and critical 
  
 
 
__ During the role-play, the facilitator who plays Mary includes the following points: 
__ wanting to help 
__ expressing concern 
__ feeling angry and hurt by Paul’s rejection 
__ seeing Paul as stubborn, isolated, and being in denial.  
 
__Two facilitators then lead a group discussion using the following questions: 
__ What did each partner say was a more defensive, rejecting feeling that could have pushed 
the other person away? 
__ What did each partner say was a softer, more vulnerable feeling that could have led to 
more connection? 
__ Was it easy for Paul and Mary to share their vulnerable feelings? What got in the way of 
their sharing? What are they afraid of? 
__ What did Paul and Mary need from the other person at time of distress? 
 
IV. Break (10 minutes) 
__ Leader follows time guidelines. 
 
exercise. 
 
V. 2nd in-class Dyadic Exercise (45 minutes). 
 
__ Leader follows time guidelines (45 minutes). 
__ Leader asks couples to identify an incident and co-construct a new version of this incident. 
__ Leader asks couples to reach an agreement regarding what they may do in similar situations. 
__ Group facilitators help and encourage couples to share what they need from each other. 
 
VI. Facilitator encourages couples to share the impact of the exercise with the bigger group(15 
minutes) 
 
__ Leader follows time guidelines (15 minutes) 
__ Leader encourages members to share their experience. 
__ Leader gives positive and empathic feedback/response to members. 
__ Leader helps members to link their experience back to their interactional cycle. 
 
VII. Facilitator summarizes the session and presents homework (10 minutes). 
__ Leader follows time guidelines (10 minutes). 
__ Leader summarizes the sessions and checks in with how couples are feeling. 
__ Leader describes the homework 3 to be completed over the next 2 weeks. 
__ Leader reminds couples of date for next session in 2 weeks.  
 
 
 
 
 
  
 
Session 4 
 
Conversation 5: Bonding through Sex and Touch 
  
Materials that leader and RAs should bring to second session: 
• Attendance Sheet  
• Pens 
• Fidelity checklist  
• 10 dollars/participant, tokens, receipts for participant to sign 
• Food/drinks/paper goods 
• Video Cameras/Trips to record session and break out session 
• Exercise 1 Handout (Sex and Touch exercise) 
• Homework Assignment  
• Handout with sixth and final session date and remind couples that we will be asking 
them to again complete some paperwork to help us evaluate the group 
• American Cancer Society handout on sexuality and intimacy 
 
I.  Welcome back and Check in. (10 minutes) 
 
__ Leader checks in with couples and asks about experiences in fourth session.  
__ Leader again explains group confidentiality clearly. 
__Leader follows time guidelines (10 minutes). 
__ Leader asks each couple about how cancer is affecting their relationship and lives. 
__ Leader gives equal time for each couple. 
 
II. Facilitator reviews the homework exercise (10 minutes) 
 
__ Leader follows time guidelines (10 minutes). 
__ Leader asks members if they had any question regarding HW3. 
__ Leader encourages members to share their experience of completing HW3. 
 
 
III. Facilitators outline the key concepts for conversation 5: Bonding through Sex and Touch. 
Two facilitators use example 5 to do a role play, and to lead the group discussion (30 minutes) 
 
__ Leader follows time guidelines (30 minutes). 
__ Leader clearly explains key concepts of conversation 5:  
 __ What happens? (Physical intimacy) 
 __ Goals: (Physical intimacy can help you develop emotional  
openness/responsiveness, tender touch together, secure/love partners can relax,     
let go, enjoy each other) 
 __ What can I do?  
 __Understand that: (Safe emotional connection helps to create great sex, great sex  
                 helps to create deeper emotional connection, sex is intimate play/safe   
                adventure, fear and arousal do not mix) 
 __Three kinds of Sex (Sealed off sex, Solace sex, Secure Synchrony Sex)  
  
 
 __Touch and chemistry link sex and attachment, meant to be integrated 
 __Touch arouses and soothes. Oxytocin are released at orgasm which makes 
                 us feel good 
          
 
__ Two facilitators use example 5 and do a role play in front of the whole group (Jane &  
     Sam case study continued) 
 
__Two facilitators then lead a group discussion using the following questions: 
 __What are the insecurities or fears that each partner addresses?  
__What struck you most about the way Sam responded to Jane’s feeling that she 
     Is unattractive? 
 __What struck you most about the way Jane responded to Sam’s risk of reaching 
                 out to her? 
 __How did Sam help Jane begin to engage and heal together? 
 __What would be the most difficult things for you to do if you were Sam and  
                 Jane?   
 
III. Break (10 minutes) 
__ Leader follows time guidelines (10 minutes) 
 
IV. In-class Dyadic Exercise (Sex and Touch Exercise—give participants handout) (45 minutes). 
 
__ Leader follows time guidelines (45 minutes). 
__ Leader distributes copies of Sex and Touch handouts. 
__ Leader asks each couple to each complete the exercise and share this with  
     partner. 
__ Group facilitators help and encourage couples to answer questions and participate in the 
dyadic exercise. 
 
VII. Facilitator encourages couples to share the impact of the exercise with the largergroup (15 
minutes) 
 
__ Leader follows time guidelines (15 minutes) 
__ Leader encourages members to share their experience. 
__ Leader gives positive and empathic feedback/response to members. 
 
 
VIII. Facilitator summarizes the session and presents homework (10 minutes). 
 
__ Leader follows time guidelines (10 minutes). 
__ Leader summarizes the sessions and checks in with how couples are feeling. 
__ Leader describes the homework 4 to be completed over the next 2 weeks. 
__ Leader reminds couples of date for next session in 2 weeks.  
 
 
  
 
Session 5 
 
Conversation 6: Caring for Yourself and Your Relationship 
 
Materials that leader and RAs should bring to second session: 
• Attendance Sheet  
• Pens 
• Fidelity checklist 
• Post-test packets 
• 10 dollars/participant, tokens, receipts for participant to sign 
• Food/drinks/paper goods 
• Video Cameras/Trips to record session and break out session 
• Handout for Reconnection Exercise  
• Handout with referrals to sliding scale therapists  
• American Cancer Society handout  
 
I.  Welcome back and Check in. (10 minutes) 
 
__ Leader checks in with couples and asks about experiences in fifth session.  
__ Leader again explains group confidentiality clearly. 
__Leader follows time guidelines (10 minutes). 
__ Leader asks each couple about how cancer is affecting their relationship and lives. 
__ Leader gives equal time for each couple. 
 
II. Facilitator reviews the homework exercise (10 minutes) 
 
__ Leader follows time guidelines (10 minutes). 
__ Leader asks members if they had any question regarding HW4. 
__ Leader encourages members to share their experience of completing HW4. 
 
III. Facilitators outline the key concepts for conversation6:  
Caring for Yourself and Your Relationship. (15 minutes) 
 
__ Leader follows time guidelines (15 minutes). 
__ Leader clearly explains key concepts of conversation 6:  
 __ What Happens? (Physical intimacy) 
 __ Goals and Action Steps 
 __ What can I do?  
 __Ways to Care for your Relationship and Keep Love alive 
          
IV. In-class Dyadic Exercise (Reconnection Exercise—give participants handout) (45 minutes). 
 
__ Leader follows time guidelines (45 minutes). 
__ Leader distributes copies of Reconnection handouts. 
__ Leader asks each couple to each complete the exercise and share this with  
     partner. 
  
 
__ Group facilitators help and encourage couples to answer questions and participate in the 
dyadic exercise. 
 
V. Break (10 minutes) 
__ Leader follows time guidelines. 
 
VI. Leader encourages couples to share their experiences and what they have learned in the 6 
sessions (20 minutes). 
__ Leader follows time guidelines (20 minutes). 
__ Leader encourages members to share their experience. 
__ Leader gives positive and empathic feedback/response to members. 
 
VII. Facilitator leads a group activity for closure (15 minutes). 
 
__ Leader follows time guidelines (15 minutes). 
__ Leader in a large group asks couples to create a list of wishes for all couples who 
     are fighting cancer 
__ Leader gives each couple equal time. 
 
VIII. Facilitator summarizes the session, provides psycho-education on cancer and referrals for 
other treatment options (5 minutes). 
 
__ Leader follows time guidelines (15 minutes). 
__ Leader summarizes the session. 
__ Leader provides psycho-education on cancer and ACS handouts. 
__ Leader provides list of referrals for other treatment options such as individual, 
    couple, or family therapy, or open support groups  
 
 
 
 
 
 
 
 
 
 
 
  
 
Appendix J- IRB Amendment (March, 2014) for 5-session Treatment 
manual, fidelity checklist and adaptation of recruitment tools 
 
 
 
 
  
  
  
 
 
  
 
 
  
  
  
 
 
  
 
 
  
 
Appendix K: March 2014 Adapted Screening Tool 
Couples Coping with Cancer Support Group: Screening Tool 
 
Please respond to the questions below by checking the box next to your answer. 
1. Are you married or cohabitating with a partner for 1 
year or more? 
YES   □ NO  □ 
 
 If you answered YES, please skip to question 2. 
 
 If you answered NO, but you are currently in a committed relationship,  
Please continue on to question 1a. 
 
 If you are NOT in a committed relationship, please STOP here. 
 
1a.   Which of the following statements best describes how you feel     
         about the future of your relationship? 
I want desperately for my relationship to succeed, and would go 
to almost any length to see that it does. 
 A □ 
I want very much for my relationship to succeed, and will do all 
I can to see that it does. 
 B □ 
I want very much for my relationship to succeed, and will do my 
fair share to see that it does. 
C □ 
It would be nice if my relationship succeeded, but I can’t do 
much more than I am doing now to help it succeed. 
D □ 
It would be nice if it succeeded, but I refuse to do any 
more than I am doing now to keep the relationship going. 
E □ 
My relationship can never succeed, and there is no more that I 
can do to keep the relationship going. 
F □ 
 
 
2. Were you diagnosed with cancer in the last 12 months  
OR 
have you had a recurrence of cancer in the last 12 
months? 
 
YES   □ NO  □ 
 
  
 
 
 
 
3. Is your cancer stage 1, stage 2, 
or stage 3? 
STAGE 1   □ STAGE 2  □ STAGE 3 □ 
 
 If your cancer is NOT stage 1, 2, or 3, please STOP here. 
 
4. Would you be interested in learning more about a 
program to help couples cope with cancer? 
YES   □ NO  □ 
 
 
 If you answered NO, please STOP here. 
 
 If you answered YES, please list the best days and times to contact you regarding 
enrollment in this group. 
 
 
Day/Time 1:                               Day/Time 2:                              Day/Time 3: 
 
_____________________       _____________________        _____________________ 
 
 
 
 What are the best contact numbers for you? 
 
 
Phone # 1:  _________________________       Phone # 2: _________________________ 
 
 
 
 
 
 
 
 
 
  
 
Appendix L: Original 6-session Recruitment Tools (August, 2013) 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
  
 
Appendix M: Revised 5-session Recruitment Tools (Approved by IRB March 2014) 
 
  
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
  
 
Appendix N- Additional Group Advertisement and Advertisement Sites 
Script for Ad: 
 
We are offering free couple support groups in a research study for cancer patients to help you and your 
spouse or partner cope with cancer. Couples will be meeting every other week for group sessions.  
Tokens, parking vouchers, babysitting for younger children at home, and refreshments will be provided.  
Couples may receive up to $100.00 after completing the 5 group sessions. The Couple Cancer Support 
Groups will be meeting every other week in the Bellet Building, second floor, 1505 Race Street which is 
around the corner from the Feinstein building.  Interested patients should call Maureen Davey at #267-
359-5525 to obtain further information.    
Media/Groups: 
 
1. 6 abc News – WPVI‐TV Philadelphia 
 They accept written copy (10 or 15 seconds) for "Community Connection" PSAs. 
http://abclocal.go.com/wpvi/story?section=resources/inside_station/station_info&id=7258086 
 
2. KYW Newsradio 1060 (CBS Philly) 
 E‐mail your script or copy‐points to PSA@KYW.COM with subject line “PSA” 
http://philadelphia.cbslocal.com/2010/09/19/psas/ 
 
3. WKDU Philadelphia 97.1FM 
 http://wkdu.org/contact 
 
4. Cancer Support Community of Philadelphia (website) 
 215) 879‐7733         (888) 819‐3553 
Fax: (215) 879‐6575 
info@cancersupport‐phila.org 
 http://www.cancersupport‐phila.org/ 
5. Women of Faith and Hope, Inc. 
 WOFAH was established to educate and support women faced with breast cancer, 
especially African‐American women 
 WOFAH targets the low‐income African‐ 
American female population, which suffers from a high mortality rate from breast cancer 
 http://www.wofah.org/contact 
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